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TUESDAY, FEBRUARY 0, 1065 

SUBCOMMI-I-NE ON HEXTH OF I-HE 
COMXITTEE ON L.~B~R :IND PUBIJC WELFSRE, 

Washington, DE. 
The subcommittee met, pursuam to notice: at lo:05 a.m., in room 

4232, New Senate Office Building, Senator Lister Hill, chairman of 
the subcommittee, presiding. 

Present : Senators Hill (chairman), Yarborough, Pell, Kennedy of 
Massachusetts, and Jacits, members of the subcommittee, and Senator 
Kennedv of New York, member of the full committee. 

Committee staff members present : Stewart E. McClure, chief clerk: 
-John S. Forsythe, general counsel; Robert W. Barclay, professional 
staff member ; and Roy H. Millenson, minority clerk. 

The CHAIRX~. The subcommittee will kindly come to order. 
The subcommittee is meeting this morning to receive test.imon on 

S. 596 that would provide assistance in establishing regional me if ical 
complexes to combat heart, disease, cancer, stroke, and other major 
diseases. 

(S. 506 and t,he President’s message on health follow :) 
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2 COMBATING HEART AND OTHER MAJOR DISEASES 

~'JTH CONGRESS 
1ST&SSION Se 596 

IN THE SENATE OF THE UNITED STATES 

JANUARY 19,1965 

Mr. HILL introduced the following bill; which was read twice and referred 
to the Committee on Labor and Public Welfare 

A BILL 
To a,mend the Public Health Service Act to assist in combating 

heart disease, cancer, and stroke, and other major diseases. 

1 Be it enacted by the Senate and House of Representa- 

2 tives of the United States of America in Congress assembled, 

3 That this Act may 1~ cited as the “Heart Disease, Cancer, 

4 and Stroke Amendments of 1965”. 

5 SW. 2. The Public Health Service Act ($2 1J.S.C.. ch. 

6 6,1) is amended 1)~ adding at the end thereof the following 

7 new title: 
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1 “TITLE IX-REGIONAL MEDICAL COMPLEXES 

2 FOR RESEhRCH Apl’D TREATMENT IN HEART 

3 DISEASE, CANCER, STROKE, AND OTHER 

4 MYacTOR DISEASES 

5 “PURPOSES 

6 ‘731~. 900. The purposes of this title nre- 

7 “ (a) Through grants, to encourage and assist in the 

8 establishment of regionally coordinated nrmngnmerks among 

9 medical schools, research institutions, and hospitals for re- 

10 

11 

12 

13 

14 

15 

16 

17 

18 

search and training and for demonstrations of patient care in 

the fields of heart disease, cancer. st,roke, and ot.her major 

diseases ; 

“ (1~) To afford to the medical profession a.nd the med- 

ical institutions of the Na,tion, through swh coordinated 

arrangements, the opportunity of making available to their 

patients the lat.est advances in the diagnosis and treatment 

of these diseases; and 

“ (c) To accomplish these ends without interfering with 

lg the patterns, or the methods of financing, of patient care or 

2o professional practice, or with the administration of hospitals. 

21 “AUTIIORIZATION OF APPROPRIATIONS 

22 “SEC. 901. (a) Th ere are authorized to be a.ppropriated 

23 $50,000,000 for the fiscal year ending June 30, 1966, and 

24 such sums as may be necessary for each of the next four fis- 

25 cal years, for grants t,o assist public or nonprofit private uni- 
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versities, medical schools, rese.a.roh institutions, and ot,her 

public or nonprofit private institut.ions a.nd agencies in plan- 

ning, establishing, and opera.ting regional medical complexes 

for research, training, and demonstra.tion activities for ca.rry- 

ing out t,he purposes of this t.itle. Sums a,ppropriated under 

bhis section for any fiscal year shall remain available for 

making such gra,nts until the end of the fiscal year following 

the fiscal yea,r for whioh t,he appropriation is made. 

“ (b) A grant under this title shall be for part or all of 

the cost of the planning or other activities with respect, to 

which the application is ma,de, except, that a,ny such Lgrant 

witih respect to conskuction of, or provision of built-in (as 

determined in a,ccordance with regulakions) equipment for, 

any facility may not exceed 90 per centum of t,he cost of such 

15 construction or equipment. 

16 “ (c) Funds appropriated pursuant to this title shall not 

17 be available to pay t.he cost. of hospital, medical, or other 

18 care of patients except to the extent it is, as determined in 

19 accordance with regulations, incident to research, training, 01 

20 detionstration activities. 

21 ’ “DEFINITTONS 

22 “SEC. 902. For the purposes of this title- 

23 “ (a) The term ‘regional medical complex’ means a 

24 group of public or nonprofit private institutions or agencies 

25 each of which is engaged in research, tra,ining, diagnosis, 
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and treatment relating to heart disease, cancer, or stroke and, 

at the option of the applicant, a,ny other ,disease found by the 

Surgeon General to be of major significance to the health of 

the E&ion ; but only if such group- 

“ ( 1) is situated within a geographic area, composed 

of any part or parts of any one or more States, which 

the Surgeon General determines, in accordance with 

regulations, to be a,ppropriate for carrying out the pur- 

poses of this title ; 

“ (2) consists of one or more medical centers, one 

or more categorical research centers, and one or more 

diagnostic and treatment stations; and 

“ ( 3 ) has in effect arrangements for the coordina- 

tion of the activities of its component units which the 

Surgeon General finds will be adequate for effectively 

carrying out the purposes of ohis title. 

“ (b) The term ‘medical center’ means a medical school 

and one or more hospitals affiliated therewith for teaching, 

research, and demonstration purposes. 

“ (c) The term ‘categorical research center’ means an in- 

stitution (or part of an institution) the primary function of 

which is research (including clinical research) , training of 

specialists, and demonstrations and which, in connection 

therewith, provides specialized, high-quality diagnostic and 

treatlncnt services for inpatients and outpatienbs. 
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1 “ (d) The term ‘diagnostic and treatment station’ means 

2 a unit of a hospital or other health facility, the primary func- 

3 tion of which is to support and augment local capability for 

4 diagnosis and treatment by providing specialized, high- 

5 quality diagnostic and treatment services to outpatients and 

6 inpatients. 

7 “ (e) The term ‘nonprofit’ as applied to any institution 

8 or agency means an institution or agency which is owned and 

9 operated by one or more nonprofit corporations or associa 

10 tions no part of the net ea.rnings of which inures, or maJ 

11 lawfully inure, to the benefit of any priva.te shareholder o 

12 individual. 

13 “ (f) The term ‘construction’ includes construction ani 

14 initial equipment of new buildings, expansion, remodeling 

15 and alteration of existing buildings; including architects’ se17: 

16 ices, but excluding off-site improvements a,nd the acquisitio 

17 of land. 

18 “GRANTS FOR PLANNTNG AND DEVEILIPRIENT 

19 “SEC. 903. (a) The Surgeon General, after consultn.tia 

20 with the National Advisory Council on Medical Complexc 

21 establishe’d by section 905 (hereinafter in this title referrc 

22 to as the ‘Council’), is aut,horized to maIke grants to pub1 

23 or nonprofit private universities, medical schools, researc 

24 institutions, and other public or nonprofit private agenci 
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and institutions to assist them in planning the development of 

regional medical complexes. 

“ (b) Grants under this section may be ma,de only upon 

applica5tion therefor approved by the Surgeon General. Any 

suoh application may be approved only if it contains or is 

suppo’rted by reasonable a,ssurances that 

“ (1) Federal funds paid pursuant to any such grant 

will be used only for the purposes for which paid and in 

accordance with t.he applicable provisions of this title 

and the regulations thereunder; 

“ (2) the applicant will provide for such fiscal con- 

trol and fund accounting procedures as are required by 

the Surgeon General to a’ssure proper disbursement of 

and accounting for such Federal funds ; 

“ (3 ) the applicant will ma.ke such report,s, in such 

form and conta,ining such information as the Surgeon 

General may from time to time rea’sonably require, and 

will keep such records and afford such access thereto 

as the Surgeon General may find necessary to assure t,he 

correctness a.nd verification of such reports; and 

“ (4) the appl’ leant will provide for the designation 

of an advisory group, to advise the applicant (a,nd the 

resulting regional medical complex and its component 

units) in formulating and carrying out 6he plan for the 

establishment and operation of such regional medical 
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complex, which includes representatives of organizations, 

instit&ons, and agencies concerned with activities of the 

kind to be carried on by the complex and members of 

the public fa,miliar with the need for the services pro- 

vided by the complex. 

“GRmANTS FOR ESTABLISH3tENT AND OPERATION OF 

REGIONAL MEDICAL COMPLEXES 

“SEC. 904 (a) Th e ur S g eon General, after consulta,tion 

with the Council, is authorized to make grants to public or 

nonprofit private universities, medical schools, research insti- 

tutions, and other public or nonprofit private agencies and 

institutions to assist in esta,blishment and operation of re- 

gional medical complexes, including construction and equip- 

ment of facilit’ies in connection therewith. 

“ (b) Grants under t.his section may be made only upon 

application therefor approved by the Surgeon General. Any 

such application ma,y bc a.pproved only if it contains or is 

supported by rea.sona,ble. assurances that- 

“ (1) Federa, funds paid pursuant to any such grant 

(A) will be used only for the purposes for which paid 

and in accordance with t,he applicable provisions of t,his 

title and the regula,tions thereunder, and (B) will not 

supplant funds that are ot,herwise available for establish- 

-ment or opera,tion of the regional medical complex wit.h 

respect t,o which the grant is made; 
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“ (2) the applicant will provide for such fiscal con- 

trol and fund a.ccounting procedures as are required by 

the Surgeon General to assure proper disbursement, of 

and accounting for such Federal funds; 

“ (3) the applicant will make such reports, in such 

form and containing such information as the Surgeon 

General may from time to time reasona,bly require: and 

will keep such records and afford such access theret, as 

the Surgeon General may find necessary to assure the 

correctness and verification of such reports ; 

“ (4) the applicant ha’s designated or will designate 

an advisory group, described in paragraph (4) of sec- 

tion 903 (b) , to advise in carrying out the plan for the 

regional medical complex ; and 

“ (5) any laborer or mechanic employed by any 

contractor or subcontractor in the performance of work 

on any construction aided by payments pursuant to any 

grant under this section will be paid wages at rates not 

less than those prevailing on similar const,ruction in the 

locality as determined by the Secretary of Labor in ac- 

cordance with the Davis-Bacon Act, as amended (,40 

U.S.C. 27Ga-276a-5) ; and the Secretary of La,bor 

shall have, with respect to the labor standards specified 

in this paragraph, the authority and funct.ions set forth 

in Reorganization Plan Numbered 14 of 1950 (15 F.R 
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1 3176; 5 U.S.C. 1332-15) and section 2 of the Set of 

2 June 13, 1934, as amended (40 U.S.C. 276c), 

3 “NATIONAL ADVISORY COUNCIL ON MEDICAL COMPLEXES 

4 “SEC. 905. (a) The Surgeon General, with the ap- 

5 proval of the Secretary, may appoint, wit.hout regard to the 

6 civil service laws, a National Advisory Council on Medica! 

7 Complexes. The Council shall consist of the Surgeon Gen- 

8 era.l, who shall be the Chairman, and twelve members, not 

9 otherwise in the employ of the United States, who are lead- 

10 ers in the fields of the fundamental sciences, the medical sc.i- 

11 ences, or public affairs. At least one of the appointed 

12 members shall be outstanding in the study, diagnosis, or 

13 treatment of heart disease, one shall be outstanding in the 

14 study, diagnosis, or treatment of cancer, and one shall be 

15 outstanding in the study, diagnosis, or treatment of stroke. 

16 “ (b) Each a.ppointed member of the Council shall hold 

17 office for a term of four years, except that any member ap- 

18 pointed to fill a, vacancy prior to the expiration of the term 

19 for which his predecessor was appointed shall be appointed 

2o for the remainder of such t.erm, and except that the terms of 

21 office of the members first, taking office shall expire, as 

22 designated by the Surgeon General at the time of appoint- . 

23 ment, four at the end of the first yeas, four at the end of 

24 the second year, and four a,t the end of the &ird year after 
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the date of appoint,ment. An a.ppointed member shall not 

be eligible to serve cont,inuously for more than two terms. 

“(c) Spp oin e members of the Council, while aDtend- t d 

ing meetings or conferences thereof or otherwise serving on 

business of the Council, shall be entitled to receive compen- 

sation at rates fixed by the Secretary, but not exceeding 

$100 per day, including travel time, and while so serving 

away from their homes or regulnr plsces of business they 

may be allowed travel expenses, including per diem in lieu 

of subsistence, as authorized by section 5 of the Administra- 

tive Expenses Act of 1946 (5 U.S.C. i3b-2) for persons 

in t.he Government service employed intermittently. 

“ (d) The Council shall advise a,nd assist t.he Surgeon 

General in t’he preparation of regnlations for, a,nd as to policy 

matters arising with respect to? the administra,tion of this 

title. The Council shall consider all applications for grants 

under this title and shall make recommendations to the 

Surgeon General with respect to approval of applications 

for and the amounts of grants under this title. 

“REGULATIONS 

“SEC. 906. The Surgeon General, aft.er consultation 

with the Council, shall prescribe general regula.tions cover- 

ing the terms and conditions for approving applications for 

gra,nts under this title and the coordination of programs 

assisted under this title with programs for training, research, 



12 

1 

2 

3 

4 

5 

6 

7 

8 

9 

IO 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

COMBATING HEART AND OTHER MAJOR DISEASES 

and demonstmtions relating to the same diseases assisted 

or aut.horized under other titles of this Act or other A&s of 

Congress. 

“REPORT 

“SEC. 907. On or before June 30, 1969, the Surgeon 

General, after consultation with the Council, shall submit to 

the Secretary for transmission to the President and t,hen to 

the Congress, a report of the activities under this title t’o- 

gether with (1) a, statement of the rela’tionship between Fed- 

eral financing and finsncing from other sources of the activi- 

ties undert,aken pursuant to this title, (2) a.n appraisal of the 

activities assisted under this title in the light of their effective- 

ness in carrying out the purposes of this title, and (3) recom- 

mendations with respect, to extension or modification of thi: 

title in the light thereof.” 

SEC. 3. (a) Sect.ion 1 of the Public Health Service AC, 

is amended to read as follows : 

“SECTION 1. Tit,les I to IX, inclusive, of this Act ma; 

be cited as the ‘Public Health Service Act’.” 

(1,) The Act of July 1, 1944 (58 Stat. 682) , a 

amended? is furt.her amended by renumbering title IX (as i 

effect prior to the enactment of this Act) as title X, and b 

renumbering sections 901 through 914 (as in effect prior t 

the enactment of this Act) , a,nd references thereto, as sectior 

1001 through 1014, respectively. 
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89~~ CONGRESS 
1s~ SESSION 

s. 596 

IN THE SENATE 0%’ THE UNITED STATES 
FEBRUARY 1 (legislntive day, JANUARY 29)) 1966 

Referred to t,he Committee on Labor and Public Welfare and ordered to be 
printed 

AMENDMENTS 
Intended to be proposed by Mr LONG of Louisiana to S. 596, 

a bill to amend the Public Health Service Act to assist in 
combating heart disease, cancer, and stroke, and other major 
diseases, viz : 

1 On pa,ge 10, line 21, immediately after “SEC. 906.“, 

2 insert the subsection designat.ion “ (a) “. 

3 On page 11, between lines 3 and 4, insert the following: 

4 “ (b) No part of any sppropria’ted funds may be ex- 

5 pended pursuant to authorization given by this title for any 

6 grant for any researc.1~ or development activity unless such 

7 expenditure is conditioned upon provisioris effective to insure 

8 that all information, copyrights, uses, processes, patents, 

9 and other developments resulting from that activity will be 

Amdt. No. 15 
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1 n&e freely awdable t,o the general public. Nothing COP 

2 tained in this subsection shall deprive t.he owner of any back- 

3 ground patent relating to any such activity, without his c80n- 

4 sent, of any right which that owner may have under that 

5 patent. Whenever <any information, copyright, use, process, 

6 patent, or development resulting from any such research or 

7 development activity conduct,ed in whole or in part with 

8 appropriated funds expended under authorization of this title 

9 is withheld or disposed of by any person, organization, or 

IO agency in contravention of the provisions of this subsection or 

11 of any condition imposed pursuant to this subsection, the 

12 Attorney General shall institut,e, upon his own motion or 

13 upon request ma,de by any person having knowledge of per- 

14 tinent facts, an action for the enforcement of the provisions 

15 of this subsection in the district court of the Unit,ed States 

16 for any judicial district in which any defendant resides, is 

17 found, or has a place of business. Such court shall have 

18 jurisdiction to hear and determine such a.ction, and t,o enter 

19 therein such orders and decrees as it shall determine to be 

2Q required to carry into effec,t fully the provisions of this sub- 

21 section. Process of the district court for any judicial dis- 

22 trict in any action instituted under this subsection may be 

23 served in any other judicial district of the United States by 

24 the Unit,ed St.ates ma,rshal thereof. Whenever it appears to 

25 the court in which any such a&ion is pending t&t other 
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1 parties should be brought before the court in such action, 

2 the court may cause such other parties to be summoned from 

3 any judicial distxict of the United States.” 
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89TH CONGRESS 

t 

HOLTSE OF REPRESENTATI1-ES DOCUMENT 
1st ~~esxion No. 44 

ADVAKCING THE NATIOK’S HEALTH 

MESSAGE 
FROM 

THE PRESIDENT OF THE UNITED STATES 
TRANSMITTING 

ADVAKCIXQ Tf-IE IVATION’S IIEALTH 

JANUARY 7, 1965.-lkfcrred to the Committee on Ways and Means and ordered 
to be printed 

To the Congress of the United States: 
Tn 17S7, Thomas Jefferson wrote that’, “Without health there is no 

happiness. An attention to healt,h, then, should take the place of 
every other object.” 

That priority has remained fixed in both the private and public 
values of our society through generations of Americans since. 

Our rewards have been immeasurably bount’iful. “An at,tention to 
health”-of the individual, the family, the community and the 
Nat’ion-has contributed to the vit,alit)v and efficiency of our system 
as well as to the happiness and prospecity of our people. 

Today, at this point in our history, we are privileged to cont,emplate 
new horizons of nat,ional advance and achievement in many sectors. 
But it is imperative that we give first at,tention to our opportunities- 
and our obligat,ions-for advancing the Nation’s health. For the 
health of our people is, inescapably, the foundation for fulfillment of 
all our aspirations. 

In t’hese years of the 1960’s, we live as beneficiaries of this century’s 
great-and continuing-revolution of medical knowledge and capa- 
bilities. Smallpox, malaria, yellow fever, and typhus are conquered 
in this country. Infant deaths have been reduced by half every two 
decades. PoliomyeliCs, which took 3,154 lives so recently as 1952, 
cost only 5 lives in 1964. Over the brief span of the past, two 
decades, death rates have been reduced for influenza by 88 percent, 
tuberculosis by 87 percent,, rheumatic fever by 90 percent. 
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A baby born in America today has a life expectancy half again as 
long as those born in the year the 20th century began. 

The successes of the century are many. 
The pace of medical progress is rapid. 
The potential for the future is unlimited. 
But we must not allow the modern miracles of medicine to mes- 

merize us. The work most needed to advance the Nation’s health 
will not, be done for us bv mirac,les. We must undertake that work 
ourselves t,hrough practickl, prudent, and patient programs-to put 
more firmly in place the foundation for the healthiest, happiest, and 
most hopeful society in the history of man. 

Our first concern must be to assure that the advance of medical 
knowledge leaves none behind. We can-and we must-strive now 
to assure t’he availability of and accessibility to the best health c,are 
for all Americans, regardless of age or geography or economic status. 

With this as our goal, we must strengthen our Nation’s health 
facilities and services, assure the adequacy and quality of our health 
manpower, continue to assist our States and communities in meeting 
their health responsibilities, and respond alertly t,o the new hazards 
of our new and complex environment. 

We must, certainly, continue and intensify our health research and 
research facilities. Despite all t’hat has been done, we cannot be 
complacent before the facts that- 

Forty-eight million people now living will become vict’ims of 
cancer.. - 

Nearly 15 million people suffer from heart disease and this, 
topether with strokes. accounts for more than half the deaths in 
thg United States each year. 

Twelve million people suffer arthritis and rheumatic disease 
and 10 million are burdened with neurological disorders. 

Five and one-half million Americans are afflicted by mental 
retardation and the number increases by 126,000 new cases each 
year. 

In our struggle against disease, great advances have been made, 
but the battle is far from won. While that battle will not end in our 
lifetime-or any time to come-we have the high privilege and high 
promise of mak”bg longer strides forward now t#h%n &y other genera- 
tion of Americans. 

The measures I am outlining today will carry us forward in the 
oldest tradition of our society--to give “an attention to health” for 
all our people. Our advances, thus far, have been most dramatic 
in the field of heallth knowledge. We are challenged now to give 
attention to advances in the field of health care-and this is the 
emphasis of the recommendations I am placing before you at this time. 

I. REMOVING BARRIERS TO HEALTH CARE 

In this century, medical scientists have done much to improve 
human health and prolong human life. Yet as these advances come, 
vital segments of our populace are being left behind-behind barriers 
of age, economic.s, geography, or community resources. Today the 
political communit,y is challenged to help all our people surmount 
t#hese needless barriers to the enjoyment of the promise and reality 
of bett’er health. 
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A. HOSPITAL INSTJRdNCE FOR THE AGED 

Thirty years ago! the American people made a basic decision that 
the later years of life should not be years of despondency and drift. 
The result was enactment of our social security program, a program 
now fixed as a valued part of our national life. Since World War II, 
there has been increasing awareness of the fact that the full value cf 
social security would not be realized unless provision were made t’o 
deal with the problem of costs of illnesses among our older citizens. 

I believe t,his year is the year when, with the sure knowledge of 
public support, the Congress should enact a hospital insurance program 
for the aged. 

The facts of t#he need are well and widely known: 
Four out of five persons 65 or older have a disability or chronic 

disease. 
People over 65 go to the hospital more frequently and stay 

twice as long as younger people. 
Health costs for them are twice as high as for the young. 

Where health insurance is available it is usually associated with an 
employer-employee plan. However, since most of our older people 
are not employed they are usually not eligible under these plans. 

Altnost half of the elderly have no health insurance at all. 
The average retired couple cannot, afford the cost of adequate 

health protection under private health insurance. 
I ask that our social security system-proved and test,ed by three 

decades of successful operation-be extended t20 finance the cost of 
basic healt,h services. In this wav, the specter of catastrophic hos- 
pital bills can be lifted from the lives of our older citizens. I again 
strongly urge the Congress to enact a hospital insurance program for the 
aged. 

Such a program should- 
Be financed under social security by regular, modest cont’ribu- 

tions during working years; 
Provide protection against t,he cost,s of hospital and post- 

hospital extended care, home nursing services, and outpatient’ 
diagnostic. services; 

Provide similar protection to those who are not. now covered 
by social security, with the costs being paid from the administra- 
tive budget; 

Clearly indicate that the plan in no way interferes with the 
patient’s complete freedom t,o select his doctor or hospital. 

Like our existing social security cash retirement benefits, t*his 
hospital insurance plan will be a basic protection plan. It should 
cover the heaviest cost elements in serious illnesses. In addition, 
we should encourage private insurance t,o provide supplementary 
protection. 

I consider this measure t’o be of utmost urgency. Compassion a.nd 
reason dictate that this logical extension of our proven social security 
system will supply the prudent, feasible, and dignified way to free 
the aged from the fear of financ,ial hardship in the event of illness. 

Also, I urge all States to provide adequate medical assist#ance under 
the existing Kerr-Mills program for the aged who cannot afford to 
meet the noninsured costs. 
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B. BETTER HEALTH SERVICES FOR CHILDREN AND YOUTH 

America’s tradition of compassion for the aged is matched by our 
:raditional devotion to our most priceless resource of all-our youn . 
Today, far more than many realize, there are great and growing nee cf s 
.:mong our children for better health services. 

Acute illness strikes children under 15 nearly twice as fre- 
quently as it does adults. 

One in five children under age 17 is afflicted with 6 chronic 
ailment. 

Three out of every 100 children suffer some form of paralysis 
or orthopedic impairment,. 

At least 2 million children are mentally retarded, with a higher 
concentration of them from poor families. 

Four million children are emotionally disturbed. 
At, age 15, the average child has more than 10 decayed teeth. 

If the health of our Nation is to be substantially improved in the 
J-ears to come, we must improve the care of the health of our 75 
:nillion preschool and school-age children and youth. 

There is much to do if we are to make available the medical and 
Ilental services our rising generation needs. Nowhere are the needs 
treater than for the 15 million children of families who live in poverty. 

(‘hildren in families with incomes of less than $2,000 are able 
to visit a doctor only half as frequently as those in familics with 
incomes of more than $7,000. 

Public assist’ance payments for medical services to the 3 million 
needy children receiving dependent children’s benefits through- 
out the Nation average only $2.~0 a month, and in some States 
such medical benefits are not provided at all. 

Poor families increasingly are forced to turn to overcrowded 
hospital emergency rooms and to overburdened city clinics as 
their only resource to meet their routine health needs. 

hlilitary entrance examinations reveal the consequences. Half of 
those rejected cannot pass the medical tests. Three-fourths of them 
would benefit from treatment, and earlier treatment would greatly 
increase recovery and decrease lifelong disability. 

The States and localities bear the major responsibility for providing 
modern medical care to our children and youth. But the Federal 
Government can help. I recommend legislation to- 

Increase the authorizations *for maternal and child health and 
crippled children’s se&ces, earmarking funds for project grants to 
provide health screening and diagnosis for children of preschool 
and school age, as well as treatment and followup care services for 
disabled children and youth. This should include funds to help 
defray the operational costs of universit’y-affiliated mental 
ret’ardation clinical centers. Provisions should also be made for 
the training of personnel who will operate medical facilities for 
children. 

Broa,den the public assistance program to permit specific Federal 
part,icipation in paying costs of medical and dental care for 
children in medically needy families, similar to the Kerr-Mills 
program for the aged. 

Extend the grant programs for (a) family health services and 
clinics for domestic agricultural migratory workers and their 
children and (b) community vaccination assistance. 



20 COMBATING HEART AND OTHER MAJOR DISEASES 

C. IMPROVED COMMUNITY MENTAL HEALTH SERVICES 

Mental illness afflicts 1 out of 10 Americans, fills nearly one-half 
of all the hospital beds in the Nation, and costs $3 billion annually. 
Fortunately, we are entering a new era in the prevention, treatment, 
and care of mental illness. Mere custodial care of patients in large, 
isolated asylums is clearly no longer appropriate. Most patient’s 
can be cared for and cured in their own communities. 

An important beginning toward community preparation has been 
made through the legislation enacted by the 88th Congress author- 
izing aid for constructing community mental health centers. But 
f acrhties alone cannot assure services. 

It has been estimated that at least 10,000 more psychiatrists 
are needed. 

Few communities have the funds to support adequate pro- 
grams, particularly during the first years. 

Communities with the greatest needs hesitate to build centers 
without being able to identify the source of operating funds. 

Most of the people in need are children, the aged, or patients 
with low incomes. 

I therefore recom.mend legislation to authorize a j-year program of 
gra,nts for the initial costs of personnel to man community mental health 
centers which o$er comprehensive services. I 

D. A NEW LIFE FOR THE DISABLED 

Today, we are rehabilitating about 120,000 disabled persons each 
year. I recommend a st#epped-up program to overcome this costly 
waste of human resources. My 1966 budget will propose increased 
funds to rehabilitate an additional 25,000. 

Our goal should be at least 200,000 a year. I recommend legislation 
to authorize- 

Project grants to help States expand their services. 
Special Federal matching so that, rehabilitative services can 

be provided to a greater number of the mentally retarded and 
other seriouslv disabled individuals. 

Construction and modernization of workshops and rehabilitation 
centers. 

II. STRENGTHENING THE NATION'S HEALTH FACILITIES.JND SERVICES 

In our urbanized society t,oday,. the availability of health care 
depends uniquely upon the availabrlity and accessibility of modern 
facilities, located in convenient and efficient places, and on well- 
organized and adequately supported services. The lack of such 
facilities and services is, of it,self, a barrier to good health care. 

A. MULTIPURPOSE REGIONAL MEDICAL COMPLEXES 

In this century, we have made more advance t,han in all other 
centuries toward overcoming diseases which have taken the heaviest 
toll of human life. Today we are challenged to meet and master the 
3 killers which alone account for 7 out of 10 deaths in the United 
States each year-heart disease, cancer, and stroke. The Commission 
on Heart Disease, Cancer, and Stroke has pointed the way for US 
toward that goal. 
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The newest and most effective diagnostic methods and the most 

recent and most promising methods of treatment often require equip- 
ment or skills of great scarcity and expense such as- 

open heart surgery; 
advanced and very high voltage radiation therapy; 
advanced disease detection methods. 

It is not necessary for each hospital or clinic to have such facilities, 
+quipment, or services, but it is essential that every patient requiring 
such specialized and expensive procedures and services have access 
to them. Multipurpose medical complexes can meet these needs. 
They would- 

speed the application of research knowledge to patient care, 
so as to turn otherwise hollow laboratory triumphs into health 
victories; 

save thousands of lives now needlessly taken annually by the 
three great killers-heart disease, cancer, and stroke-and by 
other major diseases. 

A plan to improve our attack upon these major’causes of death 
and disability should become a part of the fabric of our regional and 
community health services. The services provided under this plan 
lvill help the pract’icing physician keep in touch with the latest medical 
knowledge and by makin g available to him the latest techniques, 
specialized knowledge, and the most efficient methods. 

To meet these objectives, such complexes should- 
Be regional in scope. 
Provide services for a variety of diseases-heart disease, 

cancer, stroke, and other major illnesses. 
Be affiliated with medical schools, teaching hospitals, and 

medical centers. 
Be supported by diagnostic services in community hospitals. 
Provide diagnosis and treatment of patients, together with 

research and teaching in a coordinated system. 
Permit clinical trial of advanced techniques and drugs. 

Medical complexes-consisting of regional organizations of medical 
schools, teaching hospitals, and treatment centers tied into community 
diagnostic and treatment facilities-represent a new kind of organi- 
zation for providing coordinated teaching, research, and patient care. 
When we consider that the economic cost of heart disease alone 
amounts to 540,000 lost man-years annually-worth some $2.5 
billion-the urgency and value of effective action is unmistakable. 

Action on this new approach, stemming from recommendations of 
the Commission on ,Heart Disease, Cancer, and Stroke, will provide 
significant improvements in many fields of medicine. 

I recommend legislation to authorize a 5-year program of project 
grants to develop multipurpose regional medical complexes for an all-out 
attack on heart disease, cancer, stroke, and other major diseases. 

B. IMPROVED SERVICES FOR THE MENTALLY RETARDED 

Mental retardation in any individual is a lifelong problem of the 
most serious nature for the family and for the community. But we 
know today that the problem need not and must not lead to tragic 
hopelessness. Much is being done to provide a decent, dignified, 
place in society for these unfortunate individuals. 
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The 8Rth Congress provided a substant.ial foundation for building 
an effective nat#ional program for the prevention of mental retardation 
and care of t’he mentally retarded. Under this authority, grants are 
authorized-- 

For construction of mental retardation research centers, com- 
rnuuit,y ment8a1 retardation centers, and university-affiliated 
rnent,al retardation centers, 

For planning by iill the States of comprehensive action to c,om- 
bat, nrentSal retardation at the Statte >md community levels. 

The 1966 budget includes $282 million-a $40 million increase-for 
these programs and other mental retardation services, including pre- 
vent’i\-e activit#ies and t,he t#raining of teachers of the retarded. I urge 
that this full amount8 be appropnated. 

Extensive resources and programs need to be developed in the 
States and conununitied t#o prevent, mental retardation and t’o care for 
the mentally retarded. The existing authorit8y for planning grants 
will end on June 30, 1965. The developmental needs and effective 
utiliza t.ion of t#he construct,ion grants require followup action. 

I recommerbd the enactment qf mental retarda.tio,n program deuelopment 
grants -for 2 adtlition.al yenrs to help the States continue this essential 
work. 

C. MODERSIZATI03 OF HEALTH FACILITIES 

Great’ progress ha3 been made throughout the Nation in the provi- 
sion of new general hcspitals under the Hill-BurtSon program. But’ 
relaLti\relv little assistSauce has been available for modernizat’ion of the 
older hoj>pitSals, found partSicularl~~ in our large cities. Without aid, 
deterioration threatens and rapid scientific and technic,al change is 
passing by these essential links to heal& care for millions of our people. 

The 1966 budget, will include funds for a greatly increased hospital 
rnodernizat,ion effort as well as for expansion in the number and quality 
of nursing homes. I urge the Congress to approce the full amount 
reuuerted for each, of these purposes. 

D. AID FOR GROUP PRACTICE FACILITIES 

New approaches are needed to st,retch the supply of medical 
specialists and to provide a wider range of medical services in the 
communities. The growth of volunt,ary, comprehensive group 
practice programs has demonstrated the feasibility of grouping 
health services for the mutual benefit of physicians and patients b.y- 

Integratiyg the burgeoning medical specialties into an efficient 
and economical system of pat,ient care. 

Reducing the incidence of hospitalization which may now 
occur because there are few alternat’ive centers for speclalizec 
care. 

The initial capital requirements for group practice are substantial 
and the funds are not now sufficiently available to stimulate the 
expansion and establishment of group practice. To facilitate ant 
encourage this desirable trend, I recommend legislation to authoriz 
a program of direct loans and loan guarantees to assist voluntary associ 
ations in the construction and equipping of facilities for comprehensiv 
group practice. 
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111. MANPOWER FOR THE HEALTH SERVICES 

The advance of our Nation’s health in this century has, in the final 
measure, been possible because of the unique quality and fortunate 
quantity of men and women serving in our health professions. 
-Americans respect and are grateful for our doctors, dentists, nurses, 
and others who serve our Nation’s health. But it is clear that the 
fut,ure requires our support now to increase the quantity and assure 
rhe continuing high quality of such vital personnel. 

In all sectors of health care, the need for trained personnel continues 
to outstrip the supply: 

At present, the United States has 290,000 physicians. In a 
decade, we shall need 346,000. 

Today we are keeping pace with our needs largely because of 
the influx of numbers of foreign-trained doctors. Last year 1,600 
came into the United States, the equivalent of the output from 
16 medical schools and 21 percent of our medical school graduates. 

Population growth has badly outpaced the increase in dentists 
and the shortage of dentists is now acute. 

To begin to meet the Nation’s health needs, the number of new 
physicians graduated each year must, increase at least 50 percent by 
1975, and the output of new dentists by 100 percent. 

The Health Professions Educational Assistance Act of 1963, 
authorizing grants to schools for construction of medical and other 
health education schools and loans to students, will help meet this 
problem. The magnitude of the need is demonstrated by the response * 

Ninety applications have been received from medical and 
dental schools, requesting $247 million in Federal aid for con- 
struction. 

Only $100 million is available in 1965; and the full authorization 
for 1966, which I will shortly request in the budget I am sub- 
mitting, will provide $75 million more. 

In the light of these needs, I urge the Congress to appropriate the full 
amount authorized and requested jor the Health Professions IQlucational 
Assistance Act program. 

While we must build new medical and dental schools, we must also 
retain and sustain the ones we have. To be neglectful of such schools 
would be wasteful folly. 

We -must face the fact that high operating costs and shortages of 
operating funds are jeopardizing our health professions educational 
system. Tuition and fees paid by medical and dental students meet 
less than half the institutional costs of their education. Several 
underfinanced medical and dental schools are threatened with failure 
to meet educational standards. New schools are slow to start, even 
when construction funds are available due to lack of operating funds. 

I therefore recommend legislation to authorize- 
formula grants to help Lover basic operating costs of our health 

profession schools in order that they may signijicantly expand both 
their capacity and the quality of their educational programs; 

project grants to enable health profession schaols to experiment 
and demonstrate new and improved educational methods. 

Traditionally, our medical profession has attracted outstanding 
young talent, and we must be certain that this tradition is not com- 
promised. We must draw the best available talent into the medical 
profession. Half of last June’s medical school graduates came from 
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V. HEALTH GRANTS AND PROTECTION MEASURES 

Our complex modern society is creating health hazards never before 
encountered. The pollution of our environment is assuming such 
important proportion I shall shortly send to the Congress a special 
message dealing with this challenge. 

But the protection of the public health also reauires action on other 
fronts. 

A. HEALTH GRANTS TO COMMUNITIES AND STATES 

In safeguarding and advancing the Nation’s health, States and 
communities have long had special responsibilities. General and 
special-purpose health grants have proved an eftective means of 
strengthening the Federal Government’s partnership with them in 
im roving the public health. 

P have directed the Secretary of Health, Education, and Welfare 
to study these programs thoroughly and to recommend to me necessary 
legislation to increase their usefulness. 

Authorizations for many of these programs expire at the close of 
fiscal year 1966. So that a thorough review may be made, I recom- 
mend that the Congress extend the authorizations through June SO, 1967. 

B. CONSUMERS HEALTH PROTECTION 

Modernization of the Federal Food, Drug, and Cosmetic Act is 
imperative if our health protection program is to keep pace with tin 
technological and industrial advances of recent years. 

The health of all Americans depends on the reliability and safety of 
the products of the- 

food industry which alone generates nearly $100 billion in retail 
sales each year; 

drug industry with sales reaching $6 billion; 
cosmetic industry which markets $2.5 billion of products. 

All must be operated under the highest standards of purity and safety. 
Yet, despite recent improvements in food and dru legislation, seri- 

ous gaps in our ability to protect the consumer stil exist. f The law 
should be strengthened to provide adequate authority in the regula- 
tion of nonprescription drugs, medical devices, cosmetics, and food. 

Narcotics are not alone among the hazardous, habit-formin drugs 
subject to improper use. Barbiturates, amphetamines, an other f 
drugs have harmful effects when improperly used. Widespread traffic 
resulting from inadequate controls over the manufacture, distribution, 
and sale of these drugs is creating a growing problem which must be 
met. We must also counter the threat from counterfeit drugs. 

I recommend legislation to bring the. production and distribution of 
barbiturates, amphetamines, and other psychotoxic drugs under more 
e#ective control. 

For the fuller protection of our families, I recommend Legislation to 
require- 

Adequate labeling of hazardous substances. 
Safety regulation of cosmetics and therapeutic devices by pre- 

marketing examination by the Food and Drug Administration. 
Authority to seize counterfeit drugs at their source. 
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CONCLUSION 

I believe we have come to a rare moment of opportunity and 
challenge in the evolution of our society. In the message I have 
presented to you-and in other messages I shall be sex$mg-9 
purpose is to outline the attainable horizons of ? greater society whlc it 
a confident and prudent people can begin to build for the future. 

Whatever we aspire to do together, our success in those enterprisas- 
and our enjoyment of the fruits that result-will rest finally upon the 
health of our people. We cannot and we will not overcome all the 
barriers-or surmount all the obstacles-in one effort, no matter how 
intensive. But in all the sectors I have mentioned we are already 
behind our capability and our potential. Further delay will pnly 
compound our problems and deny our people the health and happmess 
that could be theirs. 

The Eighty-eighth Con 
Y 

ess w-rote a proud and significant record of 
accomplishment in the fie d of health legislation. I have every,con- 
fidence that this Congress will write an even finer record that ti be 
remembered with honor by generations of Americans to come. 

LYNDON B. JOHNSON. 

THE WHITE HOUSE, Junumy ‘7, 1966. 
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The ~HAJRMAN. The basic objective of this legislation is to improve 
the medical care of patients. This would be achieved by extendmg to 
a wider geographic area and to a broader population base the benefits 
of the strong pro 
tion at our medica !T 

ams of clinical care, research, and medical educa- 
centers. 

Over the last two decades we have developed new medical knowledge 
at an unprecedented rate. Leadin 
last 20 years has been the most pro %  

scientists have testified that the 

tine. 
uctive era in the history of medi- 

As a result of this progress, the young physicians of this country are 
no longer required to travel to the capitals of Europe for the best in 
medical education. In fact, the situation is reversed. Each year 
thousands of physicians from other countries come to the medical cen- 
ters of this country to advance their education. 

And, an increasing number of 
treatment in the United States, B 

atients from other lands are seeking 
ecause it is recognized that the best 

medical care available today is being provided at our medical centers 
which have active research and stron education programs. 

The experience of the Veterans’ A d: m inistration is a good illustra- 
tion of the close connection between patient care and medical educa- 
tion and research. You will remember that prior to 1945 it was the 

P 
olicy of the Veterans’ Administration to operate its hospitals in iso- 
ation and apart from the medical resources of the communities in 

which they were located. 
This isolation produced a poor quality of care that was recognized 

by the American Legion as early as 1941 when its members approved 
their famous Resolution 528 that was highly critical of the Veterans’ 
Administration. They later recommended than an outstanding mem- 
ber of the medical 
Sur cry and called or a reorganization of the department. 

TB 
f 

rofession head the Department of Medicine and 

e pressures for reorganization did not abate until 
Gen. Omar Bradley was ap 

1945 when 

General Bradley, Ma’. 
d 

B 
ointed Administrator of Veterans’ Affairs. 
en. 

European Theater, 
Paul R. Hawley, chief surgeon of the 

an Brig. Gen. Elliott C. Cutler, professor of 
surgery at Harvard Medical School, at a conference determined that 
if the medical care of veterans was to be improved it would be neces- 
sary to affiliate veterans’ hospitals with the medical educational forces 
of the United States. 

I may say a similar proposal had earlier been advanced by Dr. Paul 
B. Magnuson, professor of orthopedic surger at Northwestern Uni- 
versity Medical School, but had been rejected %  
trator of the Veterans’ Administration. 

y the former Adminis- 
As we recall, Dr. Magnuson 

subsequently served as medical director of the Veterans’ Administra- 
tion. 

The rogram of affiliation and the establishment of the deans com- 
m ittee ed to a rapid improvement in the medical care for veterans. P 
Five 
Char&s W. 

ears later an advisory committee under the chairmanship of Dr. 
M  

terms : 
ayo appraised the new medical care program m  these 

One of the major reasons for the high caliber of medical care given to the 
veteran is the constant emphasis placed on education and research. * * * It 
has been amply demonstrated that the educational program in a veterans 
hospital, by being available to all physicians in the area, has uplifted the general 
level of medical practice in the entire community. l * * 
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The experience of the Vetwalls .~dnliuistratioll is pertinent in the 
consider&ion of this pending legislation, since it vividly portrays the 
importance of research nnd ed~lc~t ion to R bigb quality program of 
patient care. 

Under the provisions of S. ~96, assistance would be prol-ided to 
communit.ies in strengthening wrvicaes to patients tbroqh the estah- 
lishment of regional medical complexes that are cornprlsed of a close 
alliance of clinical care, medical research, and bexlth education 
programs. 

The new program, in effect, is a logical outgro\vtb and extension of 
the clinical research center programs administered by the National 
Institutes of Health since 1959. In the case of the Kational Cancer 
Institute, for example, there are 10 clinical research centers throughout 
the country with approximately 200 beds. ,111 patients are referred 
to the centers by their personal physicians and are admltted to the 
centers only when their participation will contribute to a specific 
medical research study. 

The regional medical complex, however, differs from t,he clinical 
research center in that it provides for extending the influence of the 
medical teaching center beyond the confines of the college or university 
and thereby extends the advances in medical research to more patients. 

I may say I am submittin, (7 for the record an article that appeared 
in t,he New Enoland dournnl of Medicine of September 20, 1962. This 
article describ& the Albxnv regional hospital program that links the 
Albany Medical College &th six hospitals in Schenectady, N.Y., 
Pittsfield, Mass., Springfield, Mass., and Ponghkeepsle, X.Y. 

(The article referred to follows :) 

THE ALBANY REGIOXAL HOSPITAL PROGRAM 1 

A Preliminary Report 

(Henry S. M. Uhl, M.D.: William P. Nelson III, M.D.? and Frank M. Woolsey, 
Jr.. M.D.,l Albany, N.Y.) 

The Albany regional hospital program began formal activities in September 
1960. Adequate financing over a 5-year period is assured by support of the 
National Heart Institute and by an annual contribution by each of the partici- 
pating hospiitals amounting to an average of $12,500 per year. 

The project was established within the newly organized Department of Post- 
graduate Medicine at Albany Medical College, and three full-time members of 
the medical college faculty and this department are responsible for its admin- 
istration and direction. 

Although a number of medical colleges have developed a variety of plans to 
improve educational activities in community hospitals, we believe that the 
Albany regional hospital program is unique in the depth with which it is attack- 
ing the ma’ny difficult problems and in the frequency and intensity of its efforts 
to work closely with the educational directors, the chiefs of services. the admin- 
istration and the trustees of each hospital. 

1 From the Department of Postgraduate Medicine, Albany Medical College of Unlon 
university. Presented in part at the annual education meeting, Association of Hospital 
Mrectors of Medical Education, Chicago, Ill., Feb. 3, 1962. 

PAssfstant professor of postgraduate medicine, Albany Medical College of Union Unl- 
verdty. 

* Associate professor of postgraduate medicine, Albany Medical College of Uhlon Unt- 
versity. 

4Professor of o&graduate medicine and chairman, Department of Postgraduate Medi- 
cine, Albany Med P cal College of Union University. 



- 

COiUBATING HEART AND; OTHEB MAJOR DISEASE? d!? 

The five educational programs are, located in the Ellis Hospital, Scheneota,dy, 
N.Y.; the Pittsfield Atllliated Hospitals (the Pittsfield General and St. Luke’s 
hospitals) in Pittsfield, Mass. ; St. Glare’s Hospital, Schenectady, N.Y.; the 
Spring5eld Hospital, :Springfleld, Mass. ; and the Vassar Brothers Hospital in 
Poughkeepsie,, N-9. (5g. 1). Thus, six general hospitals are directly involved. 

The purpose of this program is to determine the extent and degree to which a 
medical college, tihrough formal collaboration, can contribute to the development 
of graduate and postgraduate medical education in a selected group of non- 
university community teaching hospitals. In this paper we shall present a 
preliminary report describing our experience in the first phase of the project. 

EXJ?OSlTION 

If this purpose, with its many ramideations, is to be achieved it is necessary 
to understand and de5ne the special problems of community hospitals. What 
are their shortcomings? What are the needs that the medical college will have 
to meet? 

Medical educators agree that the complexity and importance of graduate 
medical educatfon equal those of undergraduate medical education in determin- 
ing the quality of practice of the physician. Ideally, therefore, graduate medical 
education ought to be planned, administered, and conducted at the same profes- 
sional level as undergraduate medical education, However, there are many 
problems that interfere with the realization of this ideal? ’ These may be 
summarized as follows : 

The position of the director of medical education remains one of professional 
isolation, with a lack of real authority in the conduct of educational activities. 
Furthermore, because it is a new field of work there is a nationwide shortage of 
experienced physicians to 5ll this difficult role. 

There is a serious lack of knowledge about medical education among hospital 
administrators and hospital trustees. 

Very few community hospitals possess a teaching faculty. 
There is the continuous conflict ibetween the requirements of the standards of 

medical education and the service demands of the hospital and the visiting staff 
in the care of patients. 

There is a serious lack of knowledgeable department heads for the major 
clinical. divisions, such as medicine, surgery, pediatrics and obstetrics and 
gynecology. 

There is a lack of personnel and special facilities for competent teaching of 
basic sciences. 

6Uhl, H. S. M., director of medical education in nonuniversity community teaching 
hospital, New Eng. J. Med. 266 : 6.47-.662, 1962. 

0 Barnes, F. W., Jr., graduate clinical education. J. M. Educ. 37 : 192-200,1962. 

43-tmSA5--3 
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There is a serious lack of continuing education activities in which,the visiting 
staff participates. 

There is a lack of appropriate procedures for the recognition and promotion of 
visiting-staff members on the basis of educational activities: 

There is generally a lack of research programs that can contribute effectively 
to strengthening the graduate education program. 

There is a lack of systematic and objective methods for evaluating the prog- 
ress of the house staff in individual training programs. 

Most community hospitals are chronically faced with an insufficient numlber 
of interns and residents in their individual training programs. Furthermore, 
there may be wide shifts in the number of candidates in the program from one 
year to the next. 

This is an extensive list of problems and needs. No doubt other items could 
be added-for example, the cost of these educational programs and how these 
costs are to be met by the community hospital.7 

In the selection of individual hospitals for the Albany regional hospital pro- 
gram searching conferences were held with ofBcials of the visiting staff and the 
administration, and in some cases with hospital trustees. These special prob- 
lems of the community hospital were clearly identified. A formal contract was 
entered into between the medical college and the individual hospital only after 
agreement was reached that the goals of the project were to establish sound 
educational activities by working out appropriate solutions to these problems. 

Two vital points were stressed: officials of the medical college and of this 
department would in no way interfere in the internal affairs of the hospital ; and 
the medical college would guarantee nothing in the way of recruitment of interns 
and residents for any of the hospitals. 

OPERATION OF THE PBOQRAM 

The program is administered by 3 full-time members of the department of post- 
graduate medicine. It is worth noting that each one has devoted many years to 
administrative and teaching responsibilities. Dr. Woolsey’ and Dr. Nelson * 
have for the past 10 years been active in undergraduate, graduate, and post- 
graduate medical education at the Albany Medical Center, and Dr. Uhl’s previ- 
ens activities include almost 8 vears as a full-time educational director in com- 
munity hospitals. The combined experience has been of practical value in an 
understanding of the psychology of the practicing physician in his community 
hospital, and-in an evaluation of his commitments to medical education. 

Our three basic activities in the Albany regional hospital program include 
administration. teachine. and consultation. We are continuousls involved in 
scheduling weekly visits’for members of the medical-school faculty to each of 
these hospitals. In addition, one of us visits each of the five .participating has- 
pitals each week, with occasional exceptionq, During these visits we conduct 
teaching rounds and conferences, and we carry on informal meetings providing 
information. advice. and guidance to the director of medical education, to mem- 
bers of the’administration and to responsible members of the visiting staff. 
Consultation activities refer to more formal requests for special meetings in 
which one or more of us meets with the hospital administrator, trustees, director 
of education, and key staff officials to discuss long-term problems and policy devel- 
opments in the program. These meetings are held either at the hospital or at 
the medical college. 

In addition to these three basic and continuous activities we have taken cer- 
tain steps to assist the regional hospitals in recruitment of interns and residents. 
We have visited medical schools in Italy and Switzerland to interview American 
citizens studying abroad who have intended to take their hospital training in the 
T!nitcd States. We nlaced advertisements in several maior medical journals. 
such-as the Journal of the American Medical Association and the British Medi: 
cal Journal, describing briefly the Albany regional hospital program and the 
various training programs offered. However, we have refused thus far to encour- 
age undergraduate students at Albany Medical College to apply to the regional 
hospitals, despite some pressure put upon us by one or two of the educational 
directors. 

7 Pratt, 0. C., and Hill, L. A.. “Price of Medical Education : Dissection of One Hospital’s 
Expenditures.” “Hospitals.” 34 : 44-47, 1860. 

8 Asnociate dean and associate professor of medldne. 
8 Assistant dean and associate professor of medicine. 



:CGXiR,4TPNG XiEARTr AND. Q%~ : MA&GR- DLSEASES 31 

Finally, we frequently assist the various’hospitals in obtaining guest speakers 
from other medical schools in the northeastern part of the country. In such 
cases a portion of these costs is paid from special funds provided by a grant- 
in-aid through the postgraduate program of Merck Sharp & Dohme. This addi- 
tional support of the formal teaching activities of the regional hospitals has been 
especially beneficial during the early phase of the project. Occasionally, the 
visitors take part in special teaching exercises at the medical college. 

TEE HOSPITAL.S IN THE PROGRAM 

The canacities of these hosnitals varv from 250 to 585 beds. There are two 
Catholic hospitals and four nondenominational, nonprofit private corporations. 
One hospital has only an approved internship, one hospital has an approved 
internship, a Z-year general-practice residency and a Z-year residency in pathol- 
ogy, and:t.he .other. hospitals have ap&oved. internships and various, residency 
programs in clinical and laboratory specialties. Two of the programs havefull- 
time, and three have half-time educational ‘directors. The most experienced 
of these men has been on the job about 3 years. Three are surgeons, of whom 
one has recently retired from active practice, one is an internist, and one a gen- 
era1 physician. Two have prior Albany. Medical College faculty appointments, 
one as an assistant professor of anatomy and one as an instructor in medicine. 

In none of these hospitals is there any full-time physician in a clinical field, 
but all have full-time department heads in pathology and radiology. In one of 
the hospitals plans are far advanced for the appointment of a full-time chief of 
medicine, with the probability that this appointment will be followed by full-time 
chiefs in other clinical departments. 

Research activities in these hosnitals are limited although there are three in 
which rather sophisticated.originai workis being carried out. ]One of,fhe &ma- 

‘tional”dire&ors ii’conducting a research program at the medical college, using 
the facilities of the experimental surgical laboratory. 

SPECIFIC2 ACTIVITIES OF THE PROGRAM 

Although each hospital has problems peculiar to its own program, to greater 
Or lesser degree all hospitals exhibit difficulties related to the 11 problems listed 
in an earlier section of this paper. We wish to describe how the Albany regional 
hospital program is attempting to deal with these shortcomings and deficiencies. 
Variations in our approach to each hospital are related essentially to the fre- 
quency and intensity with which specific methods and procedures are applied. 
Isolation of the director of education. 

The professional isolation of the educational director is largely relieved by 
his contacts with staff members from the department of postgraduate medicine. 
These contacts are achieved through our regular visits and through frequent 
telephone communication. Our knowledge and experience is used week by week 
to answer routine questions, and our prestige and authority have been invaluable 
in supporting the educational director in his dealings with physicians and ad- 
ministrators. The significance of these methods of support becomes even more 
striking when one recalls that none of the five educational directors had any 
previous administrative education experience. We believe this feature of the 
program is one of fundamental value. 
Information on medicat education 

Administrators and trustees of community hospitals generally have little or 
no knowledge or experience in graduate and postgraduate medical education. 
To overcome this urgent problem each of us meets as often as possible with the 
administrator and his staff assistants on our weekly visits. We have held a 
joint meeting with all administrators at the medical college, and intend to do so 
periodically in the future. We have provided both administrators and trustees 
with essential articles and information in this field of medical education, We 
have made avaimble factual information about the costs of this form of medical 
edurat.ion, and the need and justification for these costs. As a byproduct of 
this activity we are again supporting the educational director. 
La& of teachilzg facuZty 

_. 

Although ,few eammunity hospitals &~ssess a teaching faculty, all the hospitals 
in this program pussess skilled and competent attending sta& in the major 
specialties and in the laboratory fields. We believe that we can stimulate the 
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development of teaching faculties rthrough two methods: by providing precept 
and example through our own teaching ac’tivities and through frequent visits 
by effective teachers from the faculty of Albany Medical College ; and by offering 
appointments in the department of postgraduate medicine to physicians who 
prove their ability to teach and their interest in the program, and who demon- 
strate their own continuing educational activities. These appointments will be 
reviewed annually, and there will be renewal or promotion only when such action 
is clearly justitled by the record. Furthermore, we believe that as each hospital 
makes progress in its educational effort, it will attract outstanding physicians 
interested in settling in a progressive medical community. Indeed, this has 
already occurred in one case. 
Cm@ct between medic&-educatbn stan43ards an& care of patients 

We are continuously exerting our influence to establish the concept in each 
hospital that service to private patient8 by the house staff should be directly 
related to an excellent educational program. We are, however, combining real- 
ism with idealism, and attempting to meet practical problems with practical solu- 
tions. For example, in one of the hospitals where there is a critical shortage of in- 
terns, we have recommended the appointment of a full-time salaried experienced 
general physician to run the emergency ward. This step has relieved the hou& 
staff of a service burden that it wa.s being asked to combine with activities on 
inpatient floors. 
Look of kmwledgeable department heada 

A most serious difficulty, and one with far-reaching implications, is the fact 
that the chiefs of the clinical departments in these community hospitals are 
elected to this position, and often have littIe qualification and inclination for 
the challenging job of administering a residency program and directing a staff 
of practicing physicians. We have been able to help in some cases simply by 
pointing out the fact that this deficiency existed. In one of our hospitals the 
problem has been grasped so clearly that the staff and the administration have 
now accepted the necessity of establishing positions for full-time chiefs, and of 
searching for the right candidate from outside the hospital and the community. 
The professor of medicine and the professor of surgery at the medical college 
have given consultation and advice, and in one case conducted a site visit and 
survey, to analyze these problems and help the hospital develop its solutions. 
Undoubtedly, our activities in this area will increase with the passage of time. 
Personnel for teaching of basic sciences 

The teaching of basic sciences and their correlation with diagnosis and 
management of the sick human being have become one of the essential elements 
of graduate and postgraduate medical education. We are approaching this 
problem, first by establishing a basic curriculum for the academic year in each 
hospital from September to May. It has been adapted to the individual need 
Of each hosuital bv the educational director in coooeration with his deuartment 
heads and with us. Secondly, we have presented-formal basic science courses 
through the use of the two-way FM-radio conference network.“” Thirdly, we 
have made available to the interns, the residents and the attending staffs of our 
regional hospitals the opportunity to attend the special teaching days at the 
medical college. Finally, we have made available information and materials 
for the presentation of special courses in the regional hospitals through the 
cooperation of faculty members. For example, in one of the hospitals a series 
of sessions in surgical anatomy and surgical physiology will be presented by 
~members of the staff. Facults members in charge of these nrozrams at the 
medical college are working with these plhysicians ‘m the planning%f the course 
and in making available teaching aids, such as lantern slides, mimeographed 
material, and other useful teaching tools. 
fhvtimuing education 

Continuing education is now available in quality and depth at each hospital. 
In addition, the practicing physicians are encouraged to attend special teaching 
days at the medical center. By increasing their participation in teaching con- 

10 Woolsty, F. M., Jr., 
Edu”ydz;n. 

“Two-Way Radio Conferences-New Method for Postgraduate 
QP 19 : 185-189,1959. 

“Two-Way Radio Conferences for Postgraduate Medical Education : 4 Years of 
Experlepce Wlth New Method of Presentation.” Canadian M. A. J. 821: 717-719, 1960. 
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ferences and rounds in their own hospitals, they are improving their knowl- 
edge of medicine. We hope to stimulate these self-educational efforts by judi- 
cious use of paculty appointments, as described above. 
Recognition. and promotion of staff on the basis of educational activities 

The attending staff of each hospital will in the final analysis determine the 
quality of the education program. It is the rare community hospital that has 
developed systematic, objective procedures for evaluating the effectiveness of 
the individual physician in his teaching role and that uses such information in 
appointments and promotions. The seniority system is still the rule. Our 
initial efforts have been geared to the simple task of working with the individual 
director of education to identify the able men, the potentially useful men, and 
the deficient men. We continually stress the opinion that the attending physi- 
cian who does no participate in and contribute to the program should not enjoy 
the benefits of house-staff service and coverage on a daily basis. We have 
asked the educational director to keep attendance records at teaching con- 
ferences, to keep a continuous evaluation of each physician’s faithfulness in con- 
ducting bedside teaching rounds and to collect, by means of a questionnaire, 
an evaluation by the intern and the resident of each member of the attending 
staff under whom he works. Eventually, we believe that the systematic col- 
lection of such information will be acceptable as evidence bearing directly upon 
future appointments and promotions within the attending staff. 
La& of research programs 

One of the major differences between graduate and postgraduate medical 
education in the university hosnital and the community hosnital is found in the 
different levels of research. To stimulate the development-of sound investiga- 
tive programs in these regional hospitals, we shall make available our own 
knowledge, and the extensive experience of the medical school faculty, in the 
planning and organization of research, in the formulation of proposals for 
grants, in instruction in techniques, in providing information about the use of 
newer instruments and wherever the research knowledge of the faculty can 
be of assistance. There is considerable potential for productive, independent 
work in more than one of these hospitals in the laboratory departments and in 
some of the subspecialties in medicine. We shall encourage its development 
wherever we ilnd the right men to do the job. House-staff members will be 
encouraged to visit the medical college for advice and information about specific 
projects being conducted in regional hospitals. The chief surgical resident in 
one hospital is already involved in one project and, on the basis of his past 
record, his interest and his work, has received an appointment for next year 
in the department of anatomy at the medical college. 
Progress of the house atafl 

Everyone recognizes that in graduate medical education systematic, objective 
methods for evaluating the progress of the intern and resident have never been 
applied, as they are in the education of the undergraduate medical student. We 
have been most fortunate in enlisting the cooperation of the National Board of 
Medical Examiners in developing special examinations for all the interns in our 
regional hospitals. We are working out plans to test simultaneously the mem- 
bers of the attending staff of each hospital. AU intern candidates will be 
reexamined before the internship has been completed, and these young physi- 
cians will take the newlv develoned nart III examination. As our exnerience 
indicates, we shall work toward the development of effective testing procedures 
for residents. This type of evaluation will be correlated with the present com- 
monly accepted method of questionnaires or forms that are filled in by members 
of the attending staff as they supervise the house offlcers from month to month 
and year to year. At the present time standards ,for. reappointment and pro- 
motion are minimal, since in most cases the practical necessities and difficulties 
of recruitment dictate these decisions. 
Insufioient &terns and residents in training fn-ograma 

We have taken two specific actions in an effort to assist our hospitals with 
recruitment of interns and of residents. The visits to foreign medical schools 
attended by large numbers of .Americans in Italy and in Switzerland were )an 
exploratory ve,nture to determine whether or not such personal contact might 
i’nfluence the choice of hospital for internship by these students. More than a 
few have selected their internships in our .hospitals, but we shall not know 
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the full value of this effort until the ilnal results forthe current recruitment 
vear have been assessed. On the other hand, the advertisements plaeed in 
‘several journals distributed throughout the world have resulted in an astonishing 
interest in the possibility of residency appointments. It seems certain that the 
regional hospitals will have more than enongh candidates to fill all residency 
positions for the year ahead. It is still too early to know whether this approach 
will be as useful in recruitment for the internships. 

C0rm7.us10iv 

We have described the ways in which we are attempting to meet the problems 
and needs of the community teaching hospitals in the Albany regional hospital 
program. The single most important feature of this project is that three full- 
time members of the faculty of the Albany Medical College, whose combined 
backgrounds include many years of experience in undergraduate, graduate, and 
postgraduate medical education both in university medical centers and in com- 
munity hospitals, are in day-by-day and week-by-week contact with the edum- 
tional directors. If the program had accomplished nothing else in this first 
phase, it would have been worth the effort and the cost. 

An objective or quantitative evaluation of an experimental project in medical 
education in the community hospital is difficult to achieve, because what one 
is trying to do is to change the degree of participation in continuing educational 
activities by individual physicians and to influence the quality of hospital medical 
care and ultimately all medical care in the community. However, there are 
certain things that can be measured and compared over a period of several Years: 
the performance of house staff and attending staff in special tests: the quality 
of medical records; the use of the medical library; the development of research 
projects ; the quality of new appointments to the attending staff; the record of 
attendance and participation in conferences, seminars, and special teaching 
activities: changes in the physical plant and special laboratory and clinical 
facilities in the individual hospital; and the development and establishment of 
the concent of half-time and full-time subsnecialists and clinical department 
heads in the individual hospital. 

Systematic collection and tabulation of this type of information has already 
nrovided us with some indication of the impact of the project on each hospital. 
bur experience to date suggests that in each hospital progress, retrogression, and 
status quo can exist simultaneously but that an overall pattern of improvement 
or lack of improvement can be identified. 

The initial concern on the part of each hospital that the medical college would 
interfere in its internal affairs has virtually disappeared ; indeed, in some cases 
our participation in their internal decisions has been and is being actively 
sought. Furthermore, each hospital has developed a more realistic attitude 
toward the recruitment of a house staff of quality. No longer are magical S@U- 
tions expected. Instead, we are more and more devoting ,our attention to -the 
basic weaknesses and strengths of each hospital to develop long-range policies. 
In this way we hope that our goal of providing the best in medical care for 
the public whom the hospitals serve will be achieved. 

The CHAIRNAN. In concluding, may I say that this legislation, S. 
696, will assist our hospitals across the country in fulfilling their 
functions and achieving their objectives. These functions and ob- 
jectives were spelled out most clearly by that great man of medicine, 
Sir William Osler, in 1911, in an address before the Northumberland 
and Durham MedIcal Society in England, when he stated : 

First a word on what a hospital stands’for Iin the’ community. Primarily,- for 
the care of the sick and the relief of suffering; secondly, for the study of the 
problems of disease; and thirdly, for the training of men and of women to 
serve the public as doctors and nurses. 

Senator Javits ? 
Senator .JAVITS. I thank my chairman. 
Mr. Chairman, first, I would like to, as I know I would reflect ever3 

member of the committee on both sides of the aisle, again ay tribute 
to our chairman as a leading figure in my judgment in the 8 ongress o- 
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the United States and in an absolutely unchallenged position in im- 
provingthe.participation of the United States in a tremendous war 
on disease, 

This is but another m ilestone in a long progress for which the whole 
Sation should be grateful to Senator Lister Hill, of Alabama. 

The CHAIRMAN. Let me express my heartfelt thanks to you for the 
generous remarks. 

Senator JAVITS. It has been for so many years, Mr. Chairman, that 
no one will challenge them in the Congress, that I know. 

The C~~AIRNAN. Thank you. 
Senator JAVITS. May I say, too, Mr. Chairman, I personally regard 

this morning’s hearing with a particular sentiment, as the very first 
major measure with which I had anything to do was the sponsorship 
in the House with then Senator Pepper of the National Heart Act, 
Public Law 655 of the 80th Congress, si 
To this day I look back on it as proba f? 

ed into law on June 16,194s. 
ly the most important single 

piece of legislation, with the Taft-Ellender housing bill, that I had the 
honor to sponsor as a Member of the Congress in the House and Senate. 

May I say, too, Mr. Chairman, that I am very proud of my party, 
as ranking member both on this subcommittee and our full committee, 
in the bipartisan effort to wage this war on disease which incidentally 
is a crown of glory of our Federal .establishment, the most humane, 
Tarsighted act in relation to the real welfare of the people over the 
decades. 

I am very proud of the role of my party in the National Heart Act 
and the National Dental Facility Act of the.Republican 80th Congress, 
and the Medical Survey and Construction Act, National Health Survey 
Act, the Healt,h Research Facilities Act, the National Library of Medi- 
cine Act, the Health Amendments of 1956, and the International 
Health Research.Act of 1960, all of which occurred in the Eisenhower 
years. 

Whatever may have been said by people or myself about our 1964 
campaign, we Republicans did pledge our support for medical research 
in the Federal establishment unequivocally even in that platform. 

Mr. Chairman, one further word and then I shall be through. I 
thank the Chair for calling attention to the Albany, N.Y., regional 
hospital program, very much a prototype for the kind of thing we are 
doing here. I am very pleased that my State under its succession of 
Governors, without regard to parties, and now capped by Governor 
Rockefeller, is a leader in this field and is such an important prototype 
for the Nation. 

I have only one thing to point out, Mr. Secretary. We do find, in a 
careful examination of the report of the President’s Commission on 
Heart Disease, Cancer, and Stroke and this bill, some major points 
which we would like to explore with you as to the extent., the number, 
and the costs of individual centers. 
much greater 

We fmd ,the report to have had 

?! 
ecificity than does the bill. I find also in the bill a 

rather open-en ed commitment for 4 years with a cost price tag for 
1 year. These are things I know you will want to go into with us as 
well as I want to go into with you. 

Mr. Chairman, may I a ain pledge what I know. would.be the view 
of this side of the aisle,, fil at we would join with the chairman and 
members of the.committee on the majority side in the most patristic ! 
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and honorable effort to add yet another milestone thing to the great 
history which has been written in recent years in this tremendous war 
of the Federal Government on disease. 

The CHAIRMAN. May I confirm all that the distinguished Senator 
from New York has said about the very important effective part that 
he was played in so many vital health programs. 

He began his fight for health in the House of Representatives, before 
he came to the Senate. Certainly since he has been in the Senate and 
a member of this committee, he has played a great part in waging the 
battle to advance these great programs for thehealth of our people, for 
medical research, medical education, and for better clinical treatment. 

Senator JAVITS. Thank you. 
Senator YARJWROUGH. Mr. Chairman., for 7 years I have been a mem- 

ber of this subcommittee under the chairmanship of the distinguished 
chairman. I have seen public health measures advanced greatly in 
Ohis country under the chairman’s leadership. Beginning with the 
Hill-Burton Act, that is just a small measure of what has been ac- 
complished for public health and hospitalization. If we named all of 
the long list of notable acts that have been passed under your leader- 
ship, it would be 

f 
ractically the history of the advance of the Federal 

Government in a leviating disease in this country. For 27 years our 
distinguished chairman has been a member of this committee. He 
comes from a family with a great history in its battle against disease. 
He has been chairman of this full committee for 10 years and is most 
widely known for the Hill-Burton Act. 

He has pushed so many acts to fruition that I predict success in 
another, with this S. 596 which Senator Hill has authored. I pledge 
you my cooperation and assistance, Senator Hill, and I congratulate 
you in pushing this legislation for an early hearing. 

The CHAIFXAN. Senator, no one on this subcommittee has given 
more help and finer support than you have. I appreciate your he1 . 

Mr. Secretary, we would ;be very happy indeed, to have you procee s , 
sir, in your own way on this pending legislation. 

We are happy you have with you Dr. Ed Dempsey, your adviser on 
medical affairs, former dean of Washington University Medical School, 
and Dr. Dave Price, Deputy Surgeon General of the Public Health 
Service, and we would ibe happy to have you proceed. 

STATEHEN!l’ OF HOH. ANTHOlpy J. C!lZLERmezE, SECRE!I!ARY OF 
HEALTH, IEDUCATIOR, AZJD WEIZARIE; ACCOMPANIED ,BY DR. 
EDWARD W. DEMPSEY, SPECIAL ASSISTW TO TV SECRETARY; 
A.ND DR. DAVID E. PRICE, DEPUTY SURGEOX G)EKERAX 

Secretary CELEBREZZE. Thank you, Mr. Chairman. 
May I say Dr. Dempsey was also a member of the ,PSFsident’s ‘Corn- 

mission on Heart Disease, Cancer, and Stroke which submitt:ed its re- 
port. I regret that Dr. Luther Terry? the Surgeon General, cannot be 
here Jxit we have budget hearings on 111 the House and it was his turn 
on the budget; otherwise, he would be here. 

I am most pleased,.Mr. Chairman, and members of the committee to 
present testimony W behalf of, the 
and Stro 8 Amendments of 1963 

% 

roposed Heart Disease, Cancer, 
8 . 596, ‘i@oduced by the distin- 

gufshed c airman of this comn&ee. This legislation, if enacted, 
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will permit the Nation to take a giant stride toward the conquest of the 
three greatest kiilers of people. 

In 19,63,707,830 people died of, and 25 to 30 million suffered from, 
heart disease. The direct medical costs were $2.6 billion in 1962 ; the 
loss of income that year amounted to $19.8 billion; the total cost was 
$22.4 billion for this one disease. 

Also in 1963,2’7Q562 people died of cancer, about 830,000 were under 
treatment, qnd;it 1s estimated, 48 million people now living will have 
cancer. The total annual cost is more than $8 billion. 

And in-that same year, 201,166 peo 
million people now alive have had stro E 

le died of strokes. At least 2 
es. Many are paralyzed. The 

economic cost is more than $1.1 biJlion per-year. 
These are the great killers and cripplers. 

by $31.5 billion each year. 
They sap our economy 

suffering. 
They cause untold hardship, anguish, and 

They can be made to give ground by an organized attack. 
Early in 1964, the President established a Commission on Heart 

Disease, Cancer, and Stroke. The Commission was instruct,ed to study 
the scientific and medical problems posed by these three deadly diseases 
and to recommend national action that would reduce their toll through 
new knowledge and more complete utilization of the medical knowl- 
edge we already have. 

The proposed legislation we are considering today is designed to 
embod 
of the 8 

the major thrust contained in the first three recommendations 
on-mission. I believe that this program will, in fac$ save many 

thousands of lives through t.h~ fuller application of existmg medical 
knowledge and by accelerating acquisition of new lifesaving knowl- 
edge. 

The bill before you today, S. 596, would amend the Public Health 
Serpice Act by establishing a new program of grants for the creation of 
regonal medical complexes to serve as a framework through which the 
best in modern medical knowledge would be made swiftly and surely 
available to physicians in practice and to their patients who are suf- 
fering from heart disease, cancer, stroke, or other major diseases. 

Gfants would be made to public or nonprofit private universities, 
medical schools, research institutions, and other public or nonprofit 
private institutions and agencies. They would serve a twofold pur- 
pose : 

Pmst, they would permit establishment of regional, coordinated 
arrangements. among the ksy medical resources, including medical 
schools, research institutions, and hospitals, for the conduct of re- 
search, training, and demonstrations related to heart disease, calicer, 
stroke, and other major diseases. 

Second, the coordin&ted arr&xigements thus established would af- 
fprdko physicians, and to the health institutions in which they prac- 
txe,. the arrangements for $hem to stipply the latest advan- in 
diagnosis and treamnt of these diseases. 

The proposed prwam would accomplish these vital ends with- 
out interfering wit,h tradition&l patterns of patient care, professional 
practsce, or, tha administration of hospitals, or with the methods ‘of 
financing hea&h care. , 

Let me .develop this I+& point a little further, Mr. Chairman, 
because there has been ‘some rmisunderstanding of the Commission’s 
recdmmendation’s. Whrit+ basically, XV% are seeking to do for victims 
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of these diseases is to equip’ existing. hospitals and their ‘6xisting 
medical staffs to provide care of a quality that is availabl? today only 
in a handful of places in the country. We are not propotiir;g that 
the Federal Government pay for this care--e‘ither ‘hos$ital costs or 
physicians’ fees--except as the Government’ already pays for care 
that is a part of federally supported research. When we speak of 
making high quality services more widely available, we are speaking 
not of the economics of health care .but of the availability of the 
needed professional skills and the, needed physical equipment in 
places where they do not exist today. That, plus its stimulus .to 
research, is the purpose of this bill. 

What is envisioned is a regional complex of ‘medical. faciliti& anci 
resources functionjng as a coordin&ted unit for the bea& of the 
physicians and residents of a given geographic area. ‘Each. regional 
medical complex would contain a number of component parts : 

(a) One or more medical centers-a medical school and its at&i- 
ated hospital or hospitals; 

(6) One or more categorical research centers-an institution or 
part of an institution whose primary functions are the conduct of 
research, the training of specialists, and the provision of specialized 
diagnostic and treatment services related to its r&&arch and training 
Pry-ygs ; 

ne or more diagnostic and treatment stations-a unit of a 
hospital or other facility whose primary ‘fun&on is to augment local 
capability by providing specialized high quality’diagnostid and treat- 
ment services to inpatients and outpatiisnts. 

In some re ions, facilities and services which serve as parts of the 
proposed me f ical complex are already ‘in existence. In others, these 
would need to be created. In every region, there is essential need.for 
effective coordination of its medical resources. 

Thus, it is the goal of the proposed legislation to encourage, .dei 
velop, and support an administrative framework within which 
individual components can function efficient.Iy to provide the full 
range of needed services without unnecessary duplication. Another 
specific goal is to encourage and support the ,development of essential 
new facilities and services within this framework. 

Two types of grants are proposed under the IegisIatibn. 
The first would aid eligible agencies and institutions in the plan- 

ning and.development of regional medical complexes--in the develop- 
ment, that is, of the administrative framework just described. 

The second would aid eligible agencies and institutions in establish- 
ing and operating the complexes. 

Applications for both the plannin and the operational grants 
would be reviewed by a new Council a if visory to the Surgeon &n&ral, 
the WationaI Advisory Council on Medical Complexes, which would 
be established by the proposed le&islation. This Council WOU~$ be 
made up of 12 members and would include at least one outstandmg 
expert in each of the three disease fields. 

Moreover, to assure full cooperation and coordination of all in; 
terested agencies and institutions at the local or regional level, each 
applicant for either a planning or an o erational grant would be DB- 
quired to designate or create a loca P advisory body compr@mg 
representatives of relevant health organizations and representatxv@s 
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of the general public. This advisory group would participate both 
in planning and in carrying out. the operations of the regional med- 
ical cotiplex. 

The proposed legislation would authorize the appro rtation o!f ‘$50 
m illion for the fiscal year ending June’ 30, 1966, an such sums as cf 
may be necessary for each of the next 4 fiscal years, to carry out the 
purposes of the bill. 

These appropriations would spearhead a national attack .on a prob- 
lem now costing many billions of dollars each year. And it is, 
moreover, a problem in which the economic cost, staggering though 
it is, is the least of our, concerns. 

Seven of’ every ten of -our fellow citizens who die each year fall 
victim to heart disease, cancer, or stroke. 

No one can say w&h certainty which of these lives, or precisely 
what proportion of them, m ight have been saved if the full measure 
of health protection potentially available to us through advances in 
medical science had been immediately accessible at the right moment. 
But the distinguished scientists on the President’s Commission and 
-their,colleagues &crdss the Nation are unanimous in de&ring+hat.the 
numbers arti many--$he proportion, is high. 

The Commission summed up the present st.atus and prospect with 
respect to heart disease, cancer, and stroke in these terms : 

America need no longer tolerate several hundred thousand unnecessary deaths 
each year from heart disease, cancer, and stroke. 

By bringing to all the people the full benefit of what is now known of 
prevention, detection, treatment, and cure, we could save, each year, a number 
of lives equal to the population of a major city. 

It is the intent of the legislation before this committee to translate 
this hope into reality for hundreds of thousands of our people. 

I know, MT. Chairman, that you and your colleagues on this sub- 
committee are thoroughly conversant with the extensive progress that 
has been made in advancing the frontiers of medical knowl8dge 
through scientific research, Indeed, much of this’ progress can be 
traced directly to the enlightened support of the Congress, and espe- 
cially of this committee and especially the chairman of this committee, 
Senator Hill, throughout the past two decades. I know, too, that 
you are deeply concerned with the harsh fact that breakthroughs 
m  the laboratory are too often followed by breakdowns in delivery of 
services. 

Let us examine briefly the problems that underlie these circum- 
st,ances, and then consider the ways in which the heart disease, cancer, 
and stroke amendments are designed to bridge the gap .between the 
world of medical science and the world of medical practice. 

Delivery of the best in medical care depends first of all upoh 
manpower-adequate supplies of highly skilled physicians and their 
many professional and technical allies. Despite some progress in 
the recent past and the promise of more rapid progress in the years 
ahead, thanks to such legslation as the’ Health Professions. Educa- 
tional Assistance Act, the fact remains that a health manpower 
shortage exists today and will continue to exist through the foresee- 
able future. 

Lhave, MT. Ghairman, a difficult time explaining to people that the 
m i%e ,‘pa@age of -a Bealth -Bofessisn~ Act. ~does ;.not crea&mi$tie 
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physicians. That it still takes 10 years or more to turn out a good 
physician, and while we are on the right road, we nevertheless will 
continue to have this gap, because I have found no way yet in turri- 
in out instant physicians. It still takes a long time. 

Senator YAunonouom Mr. Secretary, I hope we can close that gap 
a little in the case of San Antonio by awarding a grant for establishmg 
a medical school there. 

Secretary CJZZEBREZ~E. I would be most happy. 
Texas I have a soft spot in my heart for. 

The great State of 

Senator YARBOROUGIH. I commend ou for bringing that up. 
Secretary CELEBREZZE. My boss is rom there, too. 9 
Moreover, ,the pace, Mr. Chairman, the pace of scientific progress 

has been so rapid in recent years that a great proportion of the 
physicians now in practice have been unablvbecause of their total 
dedication to the care of their patienhto keep abreast of the latest 
developments. 

In t,erms of health manpower, the needs are threefold : 
We need to strengthen and enlarge the institutions charged with 

the production of health manpower. The medical complexes pro- 
posed here will enhance the capacity for training highly skilled 
specialists so necessary for advanced diagnosis and treatment. 

We need to devise patterns of organization which permit maximal 
utilization of the manpower we ,now have. This is the purpose of 
organizing our medical resources into medical complexes. 

&rd we need to develop systems which- enhance continuing educa- 
tion and means whereby those in practice can have ready and con- 
venient access to consultants who have new lifesaving knowledge 
and to new equipment as it is generated in ever-increasing quantity. 
The Medlars system at the National Library of Medicine is one 
example of a method to make information more readily available. 
It is a beginning of an improved communication system; 

And I might say, MT. Chairman, that the index medicus at the 
Library of Medicine, the index alone, contains 1,800,OOO words, that 
is just the index. That gives ou some knowledge of the tremendous 
impact. that has been accomp ished in research, and the tremendous 3 
burdens then put upon local physicians in order to consume this vast 
knowledge. But nevertheless, it is something that we think is essen- 
tial and certainly the estabhshment of this medical complex, these 
medical complexes where a physician can refer his patients through 
the expert who keeps up with this knowledge will save many lives. 

Senator YARBOROUOH. Mr. Secretary, have steps been taken in 
research center% to put these indexes on cards and use computers 
and automated equipment to get this information and make ‘it more 
available 8 

Secretary C&EBREZZE. Yes, it is’ al1 automated. It is just a matter 
of minutes or seconds before we c’an get the answer for you. I would 
there. project, we ,haven’t’,’ gone into this thoroughly but in many 
areas we would like to set up whereby we could have, for example, 
tel’etype’machines in wliich you could call in ,and we could tele B 

t9f within a minuts~back the information that is needed and cetiin f 
that would be one. area. of furnishing information from the+% 
complexes. .’ 

: ’ ! 
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Senator YARBOROU~~. These complexes would have ‘modern “ma- 
chinery ? 

Secretary CELEBREZ~. Yes, sir, we are making progress toward 
disseminatmg this knowledge to the people who need It but at the 
rate that we are going, our knowledge is coming in so fast that one 
of our basic problems, and really the basic reason for this type of 
le 

1 
islation is we have the same problem in the field of education, in 

ot er words, which do our research, we find out the answer but-this 
gap of carrying the knowledge of a laboratory when the discovery 
1s made and applying it to the people, there is too great a gap there. 

Now, how im 
Well, I think t %  

ortant is it that we get it to the people in a hurry? 
e best example that I could give on that is our re- 

search in polio vaccine. When you think back that there were 30,000 
or 40,000 cases of polio we now reduce it to a little over a hundred 
a year, because of the mass immunization programs, because of the 
cooperation of the medical societies in gettmg to the people, so that, 
you see, the longer we wait on this gap the more surge there is. 
When we find the knowledge, when we tind a cure, we have got to 
get it to the people, we have got to get it to them somehow, whether 
they can afford or can’t afford it we still have to get it to them and 
that is the primary purpose of these medical complexes, until such 
time as we can build up the reservoir of skilled manpower which we 
lack today. 

In the field of education we have the same problem. I was check- 
ing in my research on the educational bill-1 found sometimes there 
is a gap of 15 to 20 years in the field of education before the re- 
search reaches a pupil. That is too long. 

Now, the second foundation stone of our system for delivering health 
services consists of the Nation’s hospitals and other medical facilities. 
In this field, and again thanks to the chairman of this committee, Sen- 
ator Hill, thanks in a large measure to the Hill-Burton program which 
has completely redrawn the hospital map of the United States in less 
than 20 years, progress has been swift and impressive. But problems 
still remain, problems related to condition, distribution, and use. 

In terms of the highly specialized and costly facilities required for an 
all-out attack on heart disease, cancer, and stroke, there are L few 
islands of abundance in a sea of unmet need.. In some of our major 
cities there IS actually.san overabundance of certain types of service- 
several hospitals, for example, equipped to provide cobalt treatment 
for cancer patients, each standing unused a large proportion of the 
time, while not far away patients are dying for lack of such equip- 
ment and for lack of the knowledge of how to acquire or to use it. 

Thus, the needs for health facilities parallel those for manpower: 
First, there is need to encourage and develop specialized kinds of 

highly advanced facilities and equipment through construction and 
renovation, designed to serve specific purposes and placed where they 
will do the most good for the most 

Second, there is need to 
eople; 

deve op patterns of coordination which P 
will provide for maximum utilization of the facilities now available 
and to be developed. 

ye have been talking almost exclusively about the problem of 
brmging up-to-date health services within reach of the people whose 
Iives depend upon them. This is the great challenge before the health 
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professions in our timethe challenge of bringing medical science 
mto the mainstream of medical practice. 

But the last word has not yet been spoken in the field. of medical 
science itself. Great as our progress has been, there still remain 
great things to do. ‘It is said that “what we don’t know won’t hurt 

” This is not true of course, in the field of health. 
gow does hurt us ; ‘what we don’t know kills us. 

What we don’t 
To advance the 

study of heart disease, cancer, and stroke with all possible speed, 
there is special need for a greater number of research centers de- 
signed for and dedicated to a direct assault on the scientific prob- 
lems presented by each of these diseases. The need is especially 
acute in the area where research borders upon practice-the field of 
clinical research. 

The proposed heart disease, cancer, and stroke amendments would 
create a system of complexes for demonstrations, research, and teach- 
ing which would be responsive to all the problems. I have mentioned 
and to a degree that could not be attained through piecemeal ap- 
proaches. By approximating the worlds of medical practice, medical 
research, and medical training, region bv region across the Nation, 
these complexes would yield three urincinnl benefits : 

(1) They would permit the full and efficient application of existing 
health manpower and facilities to critical problems associated wuh 
heart disease, cancer, and stroke. 

(2) They would assure that new manpower and facilities for the 
most advanced patient care and research in these fields are developed 
where the needs are greatest. 

(3) They would contribute to the up*grading of all medical services, 
since each component of the network would serve as a point of transmis- 
sion of the latest developments in scientific medicine, to both the 
health professions and to the public. 

The proposed regional complexes are not envisioned as a totally 
new and separate pattern superimposed from above. Rather, and 
this is important because many people think we are trying to create 
or superimpose’ another structure, they are not envisioned as totally 
new and separate patterns sunerimnosed from above. Rather they are 
designed to pull together the existing components of our medical 
system. 

In other words, existing universities, existing community hospitals, 
and other existing agencies and institutions would be the focal points, 
with new ‘facilities and services being added only as the need to meet 
regional requirements is demonst,rated. 

” 

Thus, the plan for medical complexes is designed not to duplicate 
existing resources but to strengthen them; not to trespass upon tra- 
ditional Prerogatives but to assist in a transition toward more effective 
apnlication of such resources as now constituted. 

The physician in private practice remains at the heart of the medical 
care system. The regional network will help him to care for his 
patients by linking him and his community hospital to a national sys- 
tem transmitting the newest and best in health service. At the same 
time, it would make each doctor a participant in the growing reservoir 
of knowledge about heart disease, cancer, and stroke. 

The system of regional medical complexes will not interfere- with 
existing patterns of payment for health services. General patient 



COMBATING ElEART AND OTHEE MAJOR DISEASES 43 
care activities are not included in the proposed legislation which states 
specificall that funds appropriated shall not be used to pay for hos- 
pital, me ica!, or other care of patients except to the extent that such d9 
costs are incident to research, training, or demonstration activities. 
This, of course, incorporates the traditional pattern upon which pay- 
ment of costs has been based in clinical research activities. 

In summary, the Heart Disease, Cancer, and Stroke Amendments of 
1965 propose a plan for the development of regional medical complexes, 
each serving a large community, metropolitan area, or other geographic 
region. Each complex is not a building or group of buildings but an 
administrative framework linking together in coordinated effort the 
existing and augmented resources of the region. Such development 
of new facilities as may take place will be derivative of the overall 
needs of the region. 

The first purpose of the plan is to make the best in diagnosis and 
treatment of heart disease, cancer, and stroke readily available to 
patients in every community, through their physicians and community 
hospitals which would be incorporated into the regional complex. The 
second purpose is to accelerate the development of new scientific knowl- 
edge about these diseases. 

It is our conviction that both of these purposes would be well served 
by the proposed legislation, and that important byproducts would 
accrue, such as better trained health manpower and better organized 
community health services for the attack on the entire range of health 
problems facing our people. 

President Johnson, in addressing his newly appointed Commission 
on Heart Disease, Cancer, and Stroke last spring said : 

Unless we do better, two-thirds of all Americans now living will suffer or die 
from cancer, heart disease, or stroke. I expect you to do something about it. 

In responding, the Commission stated: “Something can be done 
about it.” 

The American scientific and medical community shares the cer- 
tainty that something can be done about it. Today, the toll of pre- 
mature death and unnecessary suffering can be reduced strikingly by 
using the scientific knowledge we now possess. It can be reduced still 
more dramatically tomorrow as we cross new thresholds of knowledge. 

I urge your favorable consid,eration of this legislation which repre- 
sents a vital step toward the achievement of this high purpose. 

Mr. Chairman, I have Dr. Dempsey who has prepared some charts 
which will sum up what the legislation would do and at this time I 
would like to have him present it. 

The CHAIRMAN. All right, Dr. Dempsey. 
Dr. DEMPSEY. Thank you. 
Senator KENNEDY of Massachusetts. Mr. Chairman, could I be per- 

mitted to ask just two brief questions of the Secretary? 
I have to go down to vote on the appoint,ment of the Attorney Gen- 

eral, in the Judiciary Committee. 
The CHAIRMAN. Just 1 minute, Dr. Dempsey. You go ahead, Sen- 

ator Kennedy. 
Senator KENNEDY of Massachusetts. I wa,nted to ask the Secretary 

whether he saw a relationship between S. 596 which we are hearing 
this morning and also S. 595 which is the aid to the medical schools 
themselves? I am thinking, Mr. Secretary, that the requirements 
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which have been outlined by your very splendid testimony, and by the 
legislation itself, are going to put a slgmficant strain on many of the 
medical schools throughout the country to produce the kind of people 
that are going to be effective in providing service in these various 
complexes. 

Secreta 
?kE 

CELEBREZZE. No. I think one- 
Senator NNEDY of Massachusetts. If I may just continue. 
Secretary CELEB~ZZE. Excuse me. 
Senator KENNEDY of Massachusetts. I am just wondering whether 

with respect to the need for doctors and techmcians who have the ade- 
quate training, our medical schools today are going to be able to pro- 
vide the kind of first-rate service and first-rate skills which would be 
necessary to accomplish the purpose of this act. 

So, I am wondering whether you see a relationship between this or 
whether you are concerned about this problem, at all. 

Secretary CELEBREZZE. Well, we are concerned, as I stated in my 
opening statement, Senator Kennedy, we are concerned about the 
shortage of skilled manpower. 

Senator KENNEDY of Massachusetts. Yes. 
Secretary C~EBREZZE. We took a step in the right direction by pass- 

ing the Health Professions Act of 1964 in which we make it possible 
to expand our medical schools and we have pending legislation now to 
further assist the students on a scholarshi and forgiveness feature. 

But I think this legislation will help L ause these complexes in- 
clude some degree of training. Also our nine existing NIH institutes 
are making grants available for research and clinical work. I think 
certainly, as I stated earlier when you were out of the room, that there 
is no such thing as turning out an instant doctor. It still takes 9 to 10 
years to turn out a doctor. But I do think we are taking the neces- 
sary ste s at this time. 

iii 
The very thing about which ou are so con- 

cerned, enator Kennedy, is one of the major reasons 9 or establishing 
this complex, thereby getting greater utilization of the manpower that 
we now have while we are building up, <during this period, the reservoir 
of skilled manpower. In other words, we establish complexes in which 
we can assign the skilled, trained manpower in covering a geographic 
region, so that the doctor, the practicing physician, cantrefer his patient 
there. 

And thereby we are making greater utiliza.tion of what we already 
have until such time as we can catch up. I think that is one of the 
major points about establishing a regional complex. 

I thmk we will continue to have a shortage for some time to come. 
But we are starting along the road to eliminate it. The Health Pro- 
fessions Act that was passed by Congress last year goes in that direc- 
tion, b,ut until such time as we can turn these students out in sufficient 
quantity we have to make greater utilization of what we now have, and 
establishing these medical complexes is one way of utilizing our trained 
manpower. 

Senator KENNEDY of Massachusetts. Just another question. 
The sentiment which I expressed, Mr. Secretary, with all due respect, 

is a sentiment which has ‘been reflected to me by man of the medical 
schools up in Massachusetts who are deeply concern K with this ques- 
tion, and are concerned about providing the kind of skilled pea le 
which I think we envision in these medical centers? and so this is w y K 
I personally feel that it is important that we consider it. 
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The other u&ion right there--- 
Secretary 8ELE BREZZE. May I comment there for just one moment? 
Senator KENNEDY of Massachusetts. Yes. 
Secretary CELEBRE~ZE. Actually while you will need additional 

skilled people, the medical complexes will make utilization of the 
skilled people in a particular geographic area more effective. It helps 
the cause rather than being a detriment to it because you may have two 
medical schools in the geographic area that might cover 100 miles 
in which they can utilize the existing skilled manpower at a particular 
time. So, I think that while the medical who&are burdened, and we 
are aware of that, and while they are making every effort possible to 
turn out more physicians and dentists, and while we are trying to help 
them with Federal legislation, the fact remains we have a basic prob- 
lem in that it is still gain 
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to take us a decade or longer, much longer 

to tram professional Shea th personnel in sufficient quantity to meet 
the clemand. We had better utilize what wehave to the greatest degree 
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possible. 
Senator KVENNDEY of Massachusetts. Just one final question: On 

the bill itself, you talk about disease, cancer? and stroke, and other 
major diseases. I am wondering if we could lust develop your think- 
ing on the other major diseases. What kind of diseases would come 
under the bill ? 

Secretary GELEBREZZE. Well, I think that under the bill the Surgeon 
General determines other major diseases. You might get into the 
kidney diseases, for example. 

Senator KENNEDY of Massachusetts. 
tardation myself. 

I am thinking of mental re- 

Secretary CELEBREZZE. Well, that is true, we can. But we do now 
have community centers for mental retardation. 

Senator KENNEDY of Massachusetts. I under&and that. 
Secretary CELEBREZZE. We gave that our attention 2 years ago, Sena- 

tor Kennedy. 
Senator KENNEDY of Massachusetts. I understand it. 
Secretary CELEBREZZE. It doesn’t foreclose it but it would seem to me 

we do have existing machinery- 
Senator KENNEDY of Massachusetts. I would think, Mr. Secretary, 

however, though, that you wouldn’t want to prohibit the possibility 
of seeing if there could be sufficient progress made by using these 
centers in treating mental illness and retardation. I would certainly 
think that it would not serve a useful purpose to prohibit the idea 
that these centers might be used in those areas. 

Secretary CELEBREZZE. Under the terms of the bill, the Surgeon Gen- 
eral would submit the question to his Advisory Council which is es- 
tablished under the bill. Right now I would say that our emphasis 
would be on these three matters. 

Senator KENNEDY of Massachusetts. I understand that. 
Secretary CELEBREZZE. In order to get these complexes started. 
Senator KENNEDY of Massachusetts. I agree. 
Secretary CELEBREZ~E. Once you get the unit started, once you get 

over this inertia and get the corn 
care of other diseases, and it may t 

lexes started, the bill does provide 
roaden out to the area t,hat you are 

speaking of, but I thought that We were attacking that pretty strongly 

43-669-65--4 
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right now with community centers in mental retardation and mental 
health. 

Senator KEN~DY of Massachusetts. Thank you, sir. 
The CHAIRMAN. All right, Dr. Dempsey. 
Dr. DEMPSEY. Mr. Chairman, and members of the subcommittee, 

we have prepared a few charts which illustrate some of the points that 
were made in the Secretary’s testimony and which can perhaps serve 
as an epitome of the principal points that he made. 

As he pointed out, of the total number of deaths in the United 
States in the last year for which we have a full accounting, there were 
1,187,558 which were ascribable to heart disease, cancer, and stroke. 
These represent 71 percent of all of the deaths that occurred during 
that year. 

To repeat his statement about the economic costs of these diseases, 
the direct costs of patient care, of hospitalization, and the economic 
cost to the country through lost productivity have been estimated at 
$31.5 billion for 1962. 

Senator YARBOROUGH. Mr. Chairman, may I ask a question here? 
The CHAIRMAN. Certainly. 
Senator YARBOROUGH. Dr. Dempsey lists $31.5 billion as the annual 

cost of cancer, heart disease, and stroke. You are not including in 
that? I assume, the ultimate costs for care. of people? You are count- 
ing in that only the loss of productivity for their productive years1 

Dr. DEMPSEY. That is correct. We are counting the cost of care 
during that year only, not the forward cost. 

Seantor YARBOROUGH. That is just 1 year’s care? 
Dr. DEMPSEY. And the loss of productivity. 
Senator YARBOROUGH. You are not projecting to the future and 

adding it in i! 
Dr. DEMPSEY. No, sir. 
Senator YARBOROOGH. It would cost just that much in 1 year? 
Dr. DEMPSEY. Yes, sir. 
Senator YARBOROUGH. $31vs billion. 
Dr. DEMPSEY. Yes. 
Senator YARBOROUGH. Thank you. It is about 5 percent of our total 

gross national product of $625 billion a year roughly. Roughly 5 per- 
cent of the whole gross national product of the United States is the 
cost for 1 year of heart disease, cancer, and stroke. 

Are you considering in there people in their productive years or are 
you including in this people who have passed their productive years? 

Dr. DEMPSEY. No, sir, we have made allowance in computing the 
costs for those people who were past the age of 65 and, therefore, 
would not be productive. 

Senator YARBOROUGH. You didn’t count those not in their productive 
years 8 

Dr. DE~\IPSEY. Yes, sir. We have also eliminated housewives and 
have placed no value on their services although their services actually 
are of some value. 

Senator YARBOROUGH. I think when you left out housewives you left 
out one of the most valuable elements in our society. 

Dr. DEMPSEY. I agree with you. 
Senator YARBOROUGH. I think this illustrates how modest these fig- 

ures are when we get an explanation how this $311/s billion is arrived 
at, people under 65. 
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Dr. I)EMpBEy. Y&x, sir. 
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Senator YARBOBOUCH. And only for that 1 year and not including 
housewives 8 

Dr. DEMPSEY.  Yes, sir.~ 
Senator YARBO.ROUOH; I&ink it+. a very modest figure. 

it is not high. 
It is low, 

If you included housewives this figure would be much 
higher than 5 percent of our gross national product Z 

Dr. DEMPSEY.  We believed if we erred we should do so on the con- 
servative side. 

Senator YARBOROUGH. Thank you for an explanation of the basic 
data that went into this computation. 

Dr. DEMPSEY.  The medical complex which we have discussed is a 
device that will coordinate various resources as they exist in our system 
of medical care today. This!- includes medical schools, research 
centers in which clinical and laboratory research is done, and the hos- 
pitals in which patient care is delivered. All of these would be co- 
ordinated for delivering patient care, for implementing further re- 
search, and for improving training. 

These complexes would provide for the latest advances in diagnosis 
and treatment. It would make these advantages available to physi- 
cians and to the institutions in which physicians work. All of this 
would be provided for people who would be in a stated geographical 
area. 

The components of the complex consist basically of a medical school 
and the related departments%* the parent university, the teaching 
hospitals which are affiliated with the medical school and in which 
the clinical training of medical students is carried out and also in 
which specialists are trained after they have graduated from medical 
schools. It would include clinical research centers--that is a can- 
cer research center, a stroke center, a heart-disease research center- 
which would be established &relationship to the major medical in- 
stitutions. All of these in t&n would be related to stations for the 
diagnosis and treatment of heart disease, cancer, and stroke and other 
diseases in community hospitals throughout the geographic area. I 
will expand upon that point in a later chart. 

The grants that would be provided under this bill are of two kinds. 
First, the grant for planning which the Secretary mentioned, and sec- 
ond, after the planning had been accomplished, a grant for operation 
of the complex. This latter grant. could be used for the support of the 
activities listed in this chart-for staff, for renovation, for construc- 
tion, for equipment, service<;*r&earch, training, and especially for 
increasing the accessibility of Improved patient care. 

The benefits that we believe would.be derived from these complexes 
are primarily that they would save lives, they would also improve the 
training of physicians and specialists, they would improve the way 
in which new knowledge would be discovered and brought to bear upon 
medical practice, and they would have a great virtue in that they would 
promote efficiency within the community by eliminating du$ication 
and by using efficiently the very scarce highlytrained manpower that 
we have. 

A diagram such as this m ight tierhaps indicate some of the relation- 
ships we have been discussing. In the center is the medical center con- 
sisting of the university medical school, teaching hospitals, and re- 
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search institutes. In a community surrounding this center the radius 
ixE which mi ht be as much as a hundred imiles or more, a number of 
community fl osiptals exist. In these community hospitals, stations 
would be established for stroke, for cancer, or for heart disease. 

A large community hos ital might’ have stations for all three of 
these diseases or even for P our or five, if other major diseases are in- 
eluded. 

Senator YARBOROUGH. This would:be something like an emergency 
ward for accidents, there would be a place for a person to be taken in 
the hospital. If they were brought there.with one of these diseases, 
would It be for research, would it be.actual treatment or research? 
What would be the nature of those strokes, cancer, and heart centers 
in a hospital? 

Dr. DEMPSEY. To a degree they would support the emergency ward, 
but especially they would provide equipment and the knowledge of 
specialists who would be stationed in the hospital and who would be 
available as-consultants for the voluntary staff of the hospital. 

I have some pre ared testimony, Mr. Chairman, which will bear 
upon the question 6) enator Yarborough. has asked, and I could elabo- 
rate on it later by giving a h pathetical case example. I believe this 
would make the matter clear, enator. B $:I 

Senator YARBOROUGH.. Yes. ! , 
The CHAIRMAN. All right. 
Dr. DEMTSEY. These stations operate as a kind of network among 

themselves, tying the individual community hospitals together so 
that knowledge can flow from one to another or patients can be trans- 
ferred from one to another and so that the special abilities of one 
hospital can be utilized through the channels established by these 
station-ach one of them coordinated by the center. The special 
equipment and special knowledge of ‘any one hospital would be more 
widely available than is the case when the relations between com- 
munity hospitals remain haphazard as ,they are at the present. 

For example, a patient with a stroke :is admitted to hospital A 
which has a cancer station. Although the specialist in the cancer 
station certainly would not be a specialist in the area of stroke, he 
could refer the physician who admitted the patient to the stroke 
expert in a neighboring station and thus provide &formation that 
the physician would not otherwise have; He would also be able to 
refer back to the medical center for consultation wherever advisable 
and possible. 

Such a corn lex as we have described does not necessarily follow 
State lines. 8 here are many metropolitan areas in which a city or 
metropolitan region is divided into two or more States. This has 
been shown diagrammatically here by a hypothetical State line ; the 
medical school and some of the hospitals are in one State, and some 
of them could be in the neighboring States. The geographical region 
described makes as large an accommodation ,to the location of people 
as it is possible to make. 

Mr. Chairman, this is the end of the. &arts. As I mentioned I do 
have some prepared testimony. 

(The charts referred to previously f o&w : ) 

:: .l,’ 
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AREGIONAL MEDICAL COMPLEX 
COORDINAIES RESOURCES: 

1 MED~ICAL SCltOOi%-i 
1 CLINICAL RES[ARCH CENTERS 1 

HOSPITALS 

PATIENT CARE 
CLINICAL RESEARCH 

TRAINING 
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A REGIONAL MBllCAl COMPlEX * PROVIDES: 
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BENEFITS 
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The CHAIRNAN. Suppose you proceed.with your further testimony, 
Doctor. 

Dr. DEMPSEY.  Mr. Chairman and,members of the subcommittee, it 
is a special pleasure for me to present this to you and to support 1 - 
islation to advance that part of the President’s health message d - 3 
ing with multipurpose regional medical centers. Our recommen& 
tions are embodied in the propcs+d Heart Disease, Cancer, and Stroke 
Amendments of 1965, S. 596, introduced by the distinguished chair- 
man of this committee. 

I was privileged to serve for a time as a member of the-President’s 
Commission on Heart Disease, Cancer, and Stroke, and am pleased 
that some of its recommendations were included in the President’s 
health message. Secretary Celebrezze has indicated how the present 
bill proposes to carry part of these objectives forward. He has 
stressed the fact that improved care can be made available to lar r 
numbers of people by the organization described as a medical camp ex. P 
It should also be stressed that this primary purpose of the bill- 
greater availability of better care-is best accomplished in environ- 
ments ,and in institutions where research and teachings are also pro- 
ceeding concurrently. The three faces of medicine-teachin , re- 
search, and patient care-must coalesce into one image if the f L!!l PO- 
tential of each is to be realized. 

The proposed complexes represent a sound organization. In its 
report, the President’s Cummission noted that the proposed regional 
centers “would be established where possible in conjunction with a 
major existing medical institution” and that the pro sal “represents 
an outgrowth and extension of an already success fir 
National Institutes of Health.” 

program of the 

The clinical research center program, now in its sixth year, has pro- 
vided evidence that patient costs have not been oppressive, that the 
clinical research and training programs carried on in the centers have 
been well accepted by the hysicians and institutions with which they 
are associated, and that a ackground of successful management pro- e 
cedures IS now available. The proposal for establishing medical com- 
plexes therefore rests upon a foundation of experience and corn etence. 

Since the proposed bill deals ,with three or more categorical iseases, dp 
each of which is of major interest to at least one of the National 
Institutes of Health, a word is necessary as to possible duplication and, 
conversely, as to coordination. The existing categorical programs 
carried out by the respective Institutes have flourished during the 
past two decades and have thoroughly proved their great value in 
stimulating and supporting research on the dread diseases. More- 
over, time has proved that all medicine has been nourished and 
strengthened as a spin-off from the effort made through the cate- 
gorical approach. 

. The scientists, supported by a grant from the Heart Institute, par- 
t,iclpate m  the m tellectual life of the university, and all science is the 
bet,ter for it. Biochemists, cytolo ‘sts, or pharmacologists studying 
the cardiovascular system have ma e important contributions to their $ 
own and to other disciplines or specialties. Indeed, a drug which was 
one of the first tranquilizers, now so important for mental health 
programs, was discovered by a scientist searching for a drug having 
certain desired effects on blood vessels. The record now shows abund- 
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ant.ly that funds to support categorical activities have helped greatly, 
not hindered, the broad advance of the health sciences. 

A second point to be made concerns the relation of this program to 
the already existing Institutes. At the outset, one must emphasize 
again t,he primary purpose of the medical complex bill : To make avail- 
a.ble better care for more people. To reach this goal, research must 
be supported, and that is the primary goal of the categorical In- 
stitutes. 

Other programs, such as those in the Bureau of State Services, are 
concerned with the provision of healt’h services. However, any pos- 
sible duplic,ation can easily be prevented through coordinat,ive proce- 
dures prescribed in reeJatio,ps, such: as. those which have longheen 
used by th’e NIH and the National Science Foundation. 

In any event, support of,a&ivities whereby university medical cen- 
ters, with their concentrations of highly specialized physicians and 
equipment, will more widely be available to patients in an entire region 
is new and does not overlap with exist.ing programs. As in the case of 
the proposed organization itself, administration of this program rests 
again on a foundation of experience and competence. 

Certain aspects of the provam, especiallv those relating to the 
development of dia.=ostic and treatment sta&ons in c.ommunity hos- 
pitals, represent evolving relationships among the Federal Govern- 
‘men& teicliifig .&tid research inst,ituti’ons, and the Nation’s system of 
community hospitals. The evolut,ion of this relationship should be 
closely watched and evaluated cont,inuously as experience is gained. 
We regard the support of these stations, therefore, to be. in the nat,ure 
of a demonstration, to be carried out under regulations prescribed by 
the Surgeon General as provided in se&ion 906 and to be rigorously 
reevaluated as required by section 907 of the bill. 

Since the urgent need for extension of care into the community will 
stimulate medical scho&ls, research ihstitutes, and other local institu- 
tions to much greater than normal. effort,, it seems n$+sary t.o provide 
matching ftihds of.up to 90 perc<i$‘% t,lje ;ws$ pf required renoyatioil 
and constr&tion. As the ptiogram evolves, the ratio of matching funds 
for construction and renovation as well as for operatioqal costs, should 
be reexamined and reevaluated in the light of experience. 

Mr. Chairman, SecretaT Celebrezze and I have thus far spoken in 
generalities rather than m specifics as to how a complex might be 
formed and how it might be used. As its very name denotes, a com- 
plex is a complicated arrangement. It can appear in different guises 
to a. patient, a practicing physician, a medical administrator, or a civic 
leader. I should like to describe how a complex might come into being 
and how it might function in some typical situations. 

Let ~1s assume that there is a city with a population of 600,000 near 
a State line and with about the same number in the surrounding sub- 
urbs. Within a radius of 100 miles there are 3 ot,her cities of perhaps 
100,000 population each. 
2.5 million people. 

The entire population of the region is. about 

The.central city.has a university an.4 a,medical school, a university 
teaching hbspital, and several’ho+iats having 200 or more beds. Two 
of these (children’s an? v-‘n ~ospit&) are $iliated with the medical 
school. Two of the other cities have one 450~bed hospital each, and thhe 
third has two 300-bed hospitals. There is also a State chronic disease 
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hospital of 800 beds in the area and numerous small, 50- to loo-bed, 
community hospitals. 

PLANNING THE MEDICAL CO&fPLEX 

The university., the medical school, or the medical center in the core 
city assumes initiative in the planning and future development of the 
regional medical complex. The first step is the organization .of an 
advisory group representing knowledgeable and interested lay and 
professional citizens who live and work in the geographic area. Mem- 
bership in this advisory group m ight include medical educators, hos- 
pital administrators, practicing physicians, research scientists, indi- 
viduals involved in urban planning, individuals from, health or ,wel- 
fare departments, and other commuriity leaders. 

This advisory group would assist a staff located at the university or 
medical school in the initial planning of the regional medical complex 
and in the preparation of an application for a grant to assist in plan- 
ning this program. The initial application for planning funds would 
describe the existing institutions, agencies, and programs which would 
participate in the formation of the medical complex. It would also 
describe the relat.ionships between these institutions necessary for the 
successful operation of the network, the geographic area and popula- 
tion base to be served; and,other factors. 

After review of the application by the National Advisory Council 
on Medical Complexes, approval of the application would result in 
a grant that would assist the detailed planning, contractual negotia- 
tions, and other activities essential to the initiation of a program of 
this scope. 

DEVELOPMENT OF THE MEDICAL COMPLEX 

The medical complex would evolve gradually over a period of time 
as specific components are added. The ultimate goals, in the par- 
ticular illustration preserited here, involve development of a cancer 
clinical research center at the chronic disease hospital that has been 
developing an interest and expertness in the problems of cancer. 

A stroke clinical research center will be connected to the university; 
teaching hospital where the neurologists, neurosurgeons, and vascular 
surgeons have been carrying on active research programs and where 
is now located an active rehabilitation service much interested in the 
retraining of stroke victims. A heart disease clinical research center 
is planned for development in 1 of the 9 general hospitals in the core 
city: 1 hospital, with 350 beds, has recently expressed an interest 
in affiliating with the medical school. It currently has a satisfactory 
tea.chinp program with approved internships and residencies in sev- 
eral special&&. The department of medicine at this hospital has a 
full-time cardiologist who has been doing some independent research 
on a rather small scale in heart disease in addition to his other re- 
sponsibilities in the hospital. About 20 diagnostic and treatment sta- 
tions in t.his regional medical complex would be placed in several of 
the voluntary hospitals located in the core city, the 3 or more men- 
tioned in 3 medium-siied cities of 100,000, and a few in the hospitals 
in the geographic area with 100 beds. 

In a few of the largest hospitals, there m ight be both a heart d&ease 
diagnostic and. t,reatment station and a cancer diagnostic and treat- 
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meat station. At the State chronic disease hospital, in addition to 
the cancer clinical research center, there would also be a cancer dia 
nostic and treatment station to which hospitals with less than 100 b 03 

- 
s 

in communities not very distant could send their patients. 
The main ingredient in the regional medical complexes is the will- 

ingness and desire of individual people, and the programs and agen- 
cies which they represent, to work together in an effort to improve the 
health services in the area and increase their accessibility by brin ’ 
to bear the energies and competencies of medical educators and Y 

g 
io- 

medical research scientists in order to enhance the overall quality of 
patient care. Facilities and uipment are, of course, important. 
this hypothetical regional me ‘Cal complex, it would be necessary to % 

In 

carry out renovation and to provide equipment in order to develop the 
cancer clinical research center in the State chronic disease hospital. 
In the case of the heart disease center, the voluntary general hospital 
within the core city would have to undertake new construction on the 
hospital ground but this would ,be related to its currently planned 
expansion program. 

Young physicians, who have recently completed their specialty train- 
ing, would be designated to head the stations located in the community 
hospitals. Each of these would be a member of the medical faculty; 
each would participate in the university’s teachin 
would assist in the educational program provide if 

and research; each 
by the hospital for 

its interns and residents ; and each would arrange clmical conferences 
and other seminars through which the hospital’s staff would learn new 
procedures and information known at the medical center but not yet 
applied at the local hospital. Such continuing education of the staff, 
and such participation in teaching and research, assure that the system 
can constantly improve and renew itself. 

Mr. Chairman, I think this gives some indication of how Senator 
Kennedy’s concern might be met. The participation of these stations 
with medical schools would serve as an avenue through which the man- 
power to staff the station would be available. At the same time, it 
should be said that the program, as outlined here, would not provide 
all the added medical manpower which we will need in future years. 
These must be provided through other kinds of programs carried out 
in the medical schools themselves. 

As examples of improved medical care, I would like to point out that 
benefits that derive to patients from access to an 
medical complex can be dramatic. Consider the fo 9 

component of a 

cal case: 
lowing hypotheti- 

A 47-year-old schoolteacher suffered a heart attack. He was imme- 
diately admitted to hospital A in his community by his physician. His 
course was satisfactory until the third day in the hospital when his 
heart stopped beating. Because of a training program in the man- 
agement of cardiac arrest, which had been conducted by personnel 
from the heart diagnostic and treatment station in hospital B in the 
same community, the staff in hospital A had been taught proper emer- 
gency procedures. In this situation, an intern applied electrodes tie 
the patient’s chest and literally shocked him back to life. A second 
episode of severe irregularity in heartbeat, and its subsequent arrest, 
occurred a few hours later. After a second resuscitation, a cardi- 
ologist was called into consultation and, subsequently, the patient was 
referred to the heart disease clinical research center in another city. 
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Therein, diagnostic studies led to the decision to implant wires con- 
necting the patient’s heart to an electronic, artificial pacemaker which 
would stimulate his heartbeat. The subsequent management of this 
patient required the working together of the specialists and scientists 
m the heart disease research center, the specialists in the diagnostic 
and treatment station, and the patient’s own physician. 

Lest it be thought that this hypothetical case is too artificia!, I 
might say that one of the Nation’s leading professors suffered Just 
such a series of attacks a few ears a o. 
in the course of it. He is a lve, we 1, and functioning today ‘as a l? f 

His heart stopped 14 times 

result of the care that he could get in one of the major clmical centers 
of the count 

Senator i? 
of which he happened to be a member. 

ARBOROUGH. Dr. Dempsey, without that care, would any 
one of those heart stoppages have been fatal? 

Dr. DEMPSEY. It would have. 
Senator YAREWROKJGH. He would have died 14 times if those special 

cares had not been available? 
Dr. DEMPSEY. Yes. 
Senator YARBOROUGH. He would have died 14 times? 
Dr. DEMPSEY. This outdoes the “proverbial cat.” 
Senator YARB~ROUGH. I think you will have difficulty in finding a 

more dramatic case than that. 
Dr. DEMPSEY. The regional medical complex also permits sharing 

the resources repreeented by facilities and equipment. Techniques for 
monitoring patlents’ heartbeats, through the use of miniature FM 
transmitters carried by patients and receiving and recording equip- 
ment located in a research center, now exist and permit more accurate 
management of therapeutic procedures than was formerly possible. 
The medical complex offers the network for expanding this competence 
and resource to more physicians and to their patients. 

Not only the patient, but the doctor as well, will benefit from the 
improved services available thro 
of a physician whose patient is Y 

h the complex. Consider the case 

diagnostic studies concerned with 
ospitalized in order to carry out 

gland. 
a small growth on her thyroid 

These studies led the physician to conclude that his patient 
had cancer of the thyroid. 
tion. 

He referred her to a surgeon for consulta- 
The surgeon felt that, because of the patients age, high blood 

pressure, and rather severe lung disease, she would not tolerate sur- 
gery. Accordi?gly, he suggested that the physician refer his patient 
to the cancer diagnostic and treatment station. At this station, by 
virtue of its connection with the cancer clinical research center, the 
physician was put in touch with a research physician trained in nuclear 
medicine and licensed by the Atomic Energy Commission to admin- 
ister radioactive iodine 131-an alternative to surgery in the treatment 
of certain paGents with thyroid cancer. Without the availability of 
such a resource, many patients in the same situation either would be 
forced to travel great distances to large teaching centers or their phy- 
sicians would have t,o rely on less adequate procedures. 

Because of this experience, the physician learned of the resources 
available in the complex. Later., when another patient in his prac- 
tice had a child with a congenitally deformed heart he was able, 
t,hrough the cancer specialist who had initially helped him, to meet 
the cardiologist at the heart disease clinical research center. The 

43-669--65--5 
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experimental diagnostic and o erative procedures being developed 
there permitted an operation w K ich completely restored the child to 
health.. The physician had been assisted to accomplish something 
otherwise impossible. 

Examnles such as there could be multiplied indefinitely. Each 
would indicate how the organization of the complex aided people. 
Patients would receive better care, physicians would receive improved 
assistance, both would benefit from the availability of equipment other- 
wise too new or too expensive for ready accessibility. The increased 
efficiency brought about by large-scale community planning and eff ec- 
tive use of resources would benefit the population at large. 

Mr. Chairman, I believe the proposed legislation will go far toward 
improving accessibility of high-quality patient care. I earne.stly rec- 
ommend it for vour favorable consideration. 

Thank you. ” 
The CHAIRMAN. Dr. Price, is there anything you would like to add 3 
Dr. PRICE. No. I do not have any prepared testimony, Mr. Chair- 

man. I will be pleased to assist in answer questions, sir. - 
The CHAIRMAN. Dr. Dempsey, where in the Public Health Service 

would you locate responsibility for the administration and operation 
of the proposed regional network? 

Dr. DEMPSEY. This has not been completely determined, Mr. Chair- 
man. As I indicated in my testimony, there exists in the Public 
Health Service, particularly m the NIH, a. background of competence 
and experience m ma.naging a similar kmd of program. The bill 
calls for this determination to be made by the Surgeon General, and 
he has, as I understand, a small task force which is now studying the 
various aspects of the bill. 

The CHAIRMAN. The Commission discussed the matter but did not 
pinpoint it in one place, did it? 

Dr. DEMPSEY. No, sm. The Commission felt that the administra- 
tive management of a program had best be left to administrative de- 
termination. Although many members of the President’s Commis- 
sion had personal opinions on the subject, the Commission as a whole 
believed that it should not push too far mto the area of prerogatives 
of the Secretary and of the Surgeon General. 

The CHAIRMAN. But there was much comment aboit NIH, wasn’t 
there, and reference to the experience and background of NIH ? 

Dr. DEMPSEY. Yes,sir. 
Secretary CELEBREZZE. If I may direct myself to that question since 

it is an administrative question on i+ 
The CHAIRMAN. Yesi 
Secretary CELEBREZZE (continuing). We haven’t determined, we 

discussed it brieflv vesterdav. as to where in the Public Health Service 
this would be handled. There are strong sentiments and strong rea- 
sons for putting it in NIH. 

On the other hand, we think of the National Institutes of Health pri- 
marily as a research function, so that the question of just exactly 
where it will be put has not been determined at this time, Mr. Chair- 
man. 

The.re are strong sentiments for having it in NIH because of their 
basic knowledge and in the handling of it.. 
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On the other hand, we have always identified NIH primarily as a 

research bureau. 
The 

We will give it strong consideration. 
CHAIRNAN. 

now ? 
You are considering the matter very carefully 

Secretary CELEBREZZE. Yes, sir. 
The CHAIRMAN. Dr. Dem 

mend as a &year cost of esta K 
sey, what did the Commission recom- 
lishing such a network? 

Dr. DEMPSEY. My memory is that it was in the vicinity of a billion 
600 million dollars. This is in the report of the Commission. 

The CHAIFXAN. We will get that tigure from the report. 
Dr. DEMPSEY. Sir? 
The CHAIRMAN. Doesn’t that figure appear in the report? 
Dr. DEMPSEY. Yes. This is the cumulative sum over a S-year period 

for all components of the medical complexes as we have outlined 
them. 

The CHAIRMAN. How many regional centers did the Commission 
recommend 1 

Dr. DEMPSEY. Over a &year period, in the neighborhood of 30 
complexes. 

The CHAIRMAN. The Commission recommended over 308 
Dr. DEXP~EY. Yes. As I remember, there were 30 complexes con- 

taining 60 categorical centers. The figures appear in the report. 
The CHAIRNAN. In the report of the Commission ? 
Dr. DEMPSEY. Yes. 
The CHAIRMAN. How many diagnostic and treatment stations and 

hospitals, do you recall? 
Dr. DEMPSEY. There were between 500 and 600, as a I remember. 
The CHAIRMAN. 500 or 600. That information would be in the re- 

port of the Commission? 
Dr. DEMPSEY. Yes,sir. In general, the ratio was about 20 stations 

to 1 of the complexes, as I remember. 
this was about the proper number. 

On the average, it was felt that 
Yes, I see t,hat the Commission’s 

report called for 150 stations for heart disease, 200 for cancer, and 100 
for stroke. That would be 450. I am sorry to say I was a little bit 
high in my memory. 

The CHAIRMAN. 450. Now, to what extent are existing hospitals 
affiliated with medical schools? 

Dr. DEMYSEY. The hospitals nearby medical schools are affiliated to 
various degrees. Each medical school has one or more, sometimes 
many, closely affiliated hos 
teaching hospitals. In ap 

itals which are ordinarily designated as 

t,ightly constructed ,arran 
a dition many medical schools have less 

pitals in their area in whit % 
ements with a number of communit~y hos- 

one service or one activity. 
the medical school may be responsible for 
Hospitals a,re very desirous at the present 

time of such connections because they assist them greatly in permit- 
ting them to attract interns and residents. 

The medical schools in my experience are being besieged by requests 
for affiliation with the community hospitals to a degree to whic.h they 
are unable to respond at present. 

The CHAIRMAN. Is there any ‘figure, any percentage figure,, as to 
what percent of our hospitals are affiliated with medical schools? 

Dr. DEMPSEY. I am sorry, I wouldn’t know. There are about 7,000 
hospitals in the United States. There are 87 medical schools. At 
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most t.here would not be more than 400 or 500, I would think, of the 
hospitals that were closely related to medical schools, so it would be 
a small percent.age. 

The CHAIRMAN. Well, as you have indicated, hospitals not affiliated 
with medical schools have the most difhculty, do they not, in recruiting 
residents and interns ? 

Dr. I)EMPSEY. Yes, sir. You brought out the same point in. your 
opening statement concerning the improvement of medical care m the 
Veterans’ Administration. Everythmg that you said in that state- 
ment applies equally well to the community hospital which does have 
a connection wrth a teaching institution as opposed to one which does 
not. 

The CHAIRXAN. Doctor, could you give us some idea of the cost of 
organizing, establishing, and operat,ing a regional medical complex, 
for instance, how much would you need for planning, how much for 
the training of personnel, how much for construction, how much for 
administration ?1 

Dr. DEMPSEY. I am sorry, Mr. Chairman, it is very difficult to answer 
your question at t,his time with any precision. We have some rule-of- 
thumb estimates that would indicate that the cost of a total complex 
such as the one that I have outlined in my testimony, might be some- 
where in the vicinity of $10 to $15 million a year as a fully formed, 
full functioning activity. 

d owever, the provisions of the bill call for individual community 
institutions to make application for funds. Until we have such con- 
crete applications with somewhat harder estimates than we have as 
yet., it is not possible, I think, to be too definite as to individual costs. 
It 1s partly for this reason that the development of stations, we think, 
should be regarded in the light of demonstrations until some greater 
amount of experience is gained. 

The CHAIRMAN. You would have to get that experience to have a 
more definite idea as to what the operating cost would be? 

Dr. DEMPSEY. I also neglected to add that we are aware of the fact 
that a large institution in a very densely 
excellent facilities may find it possible to E 

pulated area with already 

blown from the very beginning. 
gin a complex almost full 

In another location it may be possible for a complex to begin on a 
smaller scale with only some of the component parts assembled. The 
institution could then build and grow on this beginning. Obviously 
both the const.ruction and operating costs would be very different in 
the two situations, and yet in 0rde.r to obtain the re ‘onal distribution 
which we desire, it may be essential to place a camp ex in a location in Y 
which at the very beginning there is only minimum competence. 
Again, considerations such as these illustrate the difficulty of making 
hard and fast financial estimates at the present time. 

The CHAIRMAN. Can you foresee now how many of these regional 
medical complexes might be established in the next 5 years? 

Dr. DEMPSEY. I would hope to take at least a shot at the Commis- 
sion’s recommendation of somewhere in the vicinity of 30. This is, 
again, a somewhat diffuse estimate until we get our feet wet with 
actual experience. 

The CHAIRMAN. Senator Javits. 
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Senator JAMTB. Thank you very much, *Mr. Chairman. I shall be 

brief. I have another subcommittee meetmg also going at this same 
time. 

Mr. Secretary, will you give us your reasons for fixing the first year 
authorization at $50 m illion and not fixing any authorization for the 

I think Dr. Dempsey touched on that just a 
moment ago. You must recall that this report came out in December 
of this year at a time when all budgets were in, and it was our feelin 
after analyzing the report that it seemed preferable to launch this kin fi 
of a program and evaluate our experiences at the end of 1 year and 
then present a program which would fit the pattern rather than try to 
guess, and it would be only a guess at this stage, or make commitments 
at this time which m ight be detrimental to the size of the program 
later. 

We thought of it carefully and, as a matter of fact, I am surprised 
we came in with any kind of le slation because, as I say, this report 
was just finalized in December o last year, and we are just in February ff 
now. 

Also the other question which is parallel with this, the Commission 
recommended much higher percentages in certain categories than we 
have in our budget. Well, again the same answer would apply be- 
cause our budgets were in before the report was available. While for 
some of these categories the 1966 budget, for example, includes about 
$291.‘7 m illion, which is an increase of $23.7 m illion, the Commission 
still recommended a higher increase. 

We are now evaluating whether to present a supplementary budget 
or not and that question hasn’t been determined yet, but I thmk basi- 
cally, Senator, it was because the report was just out and we haven’t 
really had an opportunity to go into it in depth. 

Senator JAVITS. The difference, of course, is instead of being be- 
fore us you would be before the Appropriations Committee once the 
bill left here. I would be personally in favor of fixing authorized 
lim its for each of the years of the program rather than to let it go out 
open ended without some consideration by this subcommittee. I don’t 

/ believe that the final figures ought to be fixed solely on the matter, on 
the question of mone . 

iri 
I think they ought to have a relationship to 

our interest in the via ility of the program and. its objectives. 
So, I hope we will have your help, Mr. Secretary- 
Secretary CELEBREZZE. Yes; well, of course 
Senator JAVITS (continuing). Of trying t.o give us lim its for the 

other years. 
Secretary CELEBREZZE. Of course, the chairman of t,he Appropria- 

tions Subcommittee is the same chairman of this subcommitt.ee. 
Senator JAVITS. I think the fact that the personnel of the appro- 

priating and authorizing committees is the same, which I am well 
aware of, is quite difierent from the expertise and the frame of refer- 
ence through which figures are established, and I believe this subcom- 
m ittee should be entitled to evaluate and establish what it considers to 
be the proper lim its for the program. 

May I ask you, Mr. Secretary, on the matter of the objectives and 
purposes of this plan which you have before us, have you and your 
people arrived at any estimate as to what this could mean, I emphasize 
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each word advisedly, “this could mean,” in terms of cutting down the 
incidence of deaths attributable to these major diseases as this, in, let 
us say, the 5-year span of the program. Have you evaluat:d any per- 
centage that you estimate we could cut of the deaths attnbutable to 
these particular diseases if we went ahead with this program as you 
have laid it before us for the 5-year period ? 

Secretary CELEBREZZE. Bearing m mind the language of the Com- 
mission, without knowing to any degree of certainty whether a person 
lives or dies but using the language of the Comnnssion, it was their 
feelin that a substantial proportlon of these people who have died 
could a ave been saved. 

Now;, when we get down to basic percentages, Dr. Dempsey, did the 
Commission have any estimates ? 

Dr. DEMPSEY. There were some estimates. They lead to very large 
numbers. There are-as the Secretary pointed out in his testimony- 
several hundred thousand unnecessary deat,hs per year, equal to the 
population of a large city. It is, as you know, very difficult to be 
definite in such a projection, and one may indeed be accused of sensa- 
tionalism in giving such a figure, sir. 

There are, however, estimates to indicate the magnitudes that xe 
are talking about. There are some 15,000 women who die-- 

Senator JAWTS. How many? 
Dr. DEMPSEY. Fifteen thousand women in the United States die of 

cervical cancer, and the best evidence is that nearly all of these are 
preventable and curable. All of the ravages of rheumatic heart disease 
with its attendant mortality and morbidity which in many ways is 
more important perhaps to our Nation than the mortality itself, can be 
prevented today. 

The fractions, percentages, or actual numbers are substantial- 
20 or 30 percent of the deaths that come from these diseases are pos- 
siblv r>reventable. I wouldn’t care to make a more accurate estimate 
tha; ihat. 

Senator JAVITS. So you would put it, just for the sake of order of 
magnitude, 20 to 30 percent. saving in lives which as I just added up in 
1963, represents 1,186,OOO deaths from heart disease, cancer, and 
stroke. Let’s make it as light as possible. You estimate the possibility 
of saving 20 to 30 perceG of those lives through this pro&ram as iL 
possibility? 

Dr. DEMPSEP. Yes, sir. 
Senator JAVITS. It is very important that we have some concept and 

order of magnitude of it. 
Secretary CELEBREZZE. As I stated in my opening statement, Seator, 

citing the ‘importance of narrowing this gap between research work 
and actual application, I used the example of polio. When we 
think just several years ago polio was running in the thousands upon 
thousands and because of the immunization and other programs, this 
year I think it is down to-last year it was 125 cases, not in thou- 
sands; that gives you some idea of the advantages when you can get 
scientific knowledge to the people. 

Senator JAVITS. The figures you gave us show that 250,000 to 300,000 
lives might conceivably be saved by this program. What you are 
doing in this legislation, of course, 1s bridging the gap between the 
patients and the research. You have found, I gather, that the Federal 
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Government must in a major way help to bridge this gap because 
there is ap 
patient %  

arently much more of a la 
un er present circumstances t %  

between the research and the 

national interest. 
an there ought to be in the 

Isn’t that the essence of this presentation ? 
Secretary CELEBREZZE. That is ri ht. 
Senator JAVITS. And that of the 8 ommission? 
Secretary CELEBREZZE. Yea 

-,-Senator JAVITS. I have just two other very brief questions, Mr. 
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Chairman. 
We notice that you call for -a report by the Surgeon General accord- 

ing to section 907 on June 30,1969, and yet we notice from Dr. Demp- 
s_ey’s testimony very strong emphasis on evaluation of this program, _ 
for example, he says at page 5 : 

The evaluation of this relationship should be closely watched and evaluated 
continuously as experience is gained. 

Would you say that we would not be taxing you unduly if we called 
for an annual report by the Surgeon General ? 

Secretary CELEEIREZZE. It can be done because actually we are talk- 
ing about an overall report. Interim departmental reports come in 
constantly on evaluation but we could do it. I think that a report 
after the first year or about the m iddle of the second year after we 
have had actual operating experience would be useful but a first year, 
report would possibly merely reflect the mechanism we are setting up, 
but we could do it. 

Senator JA~ITS. Mr. Secretary, give us your best advice on reevalu- 
ating the provision of section 907 now that I have raised the question. 
Give us your best advice, we don’t want to tax you but I do notice 
that Dr. Dempsey himself emphasized the continuous evaluation. Give 
us 

B 
our best judgment. 
ecretary CELEBRE~ZE. I think that on the initial part of the pro- 

gram it would need a m inimum of 2 years. 
First of all, you do have a selling job to do to get the communities 

interested. 
Senator JAVITS. So you would call for a report 2 years after? 
Secretary CELEBREZZE. Two years after, I think would be sufficient. 
Senator JAVITS. I have one other question which you may or may 

not wish to answer because it may involve a whole complex of Govern- 
ment policy. 

If you don’t wish to answer it now please say so and you can supply 
it for the record. 

I notice we are faced with Senator Long’s amendment with respect 
to discoveries, and so forth, which may result from these research 
operations. Now, personally, I have some very grave doubts about 
our wholesale acceptance of that formula in every bill as to whether 
it is really productive or counterproductive. And I would greatly 
appreciate it if we began to 
dividual programs the speci B 

et from individual departments and in- 
c evaluation of whether or not it is the 

most desirable in the national interest to have this rather sweeping 
clause with respect to discoveries or patents or processes as the result 
of the research. This calls for there “being made freely available to 
the general public.” 

If they are in any way, if they are produced in the c.ourse of re- 
search work which is done with Government, Federal Government 
health- 
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Secretary CE~BREZZE. Are you referring to patent rights, is that 
what you are referring to? the pat.ent rights provlslon? 

Senator JAVITS. That IS right. That is an amendment which is 
before us already and undoubtedly faces the committee or on the 
floor. I do think we ought# to have a critical evaluation of the depart- 
ments with respect to this matter. 

Sewetary CELEBREZZE. We can furnish that to you at n later clnte. 
Senator Javrrs. Will you do that,? 
Finally, you don’t have to answer this right off the top of spur head 

that vou do not have in this le.gislation the recapture provision for 
facili&es which are furnished under this legislation if they ceaqe to be 
used for t,he purposes furnished which you have in other le.gislation 
like the Public Health Service Act, the Mental Retardation Act, and 
so on. 

Would you also advise us whether it, is or is not desirable? 
Secretary CELEBREZZE. Yes. The reason we didn’t, put it, in is be- 

cause construction is a very minor part of the bill. The others deal 
primarily with const,ruction, that is the other legislation. 

Senator JAVITS. It may be equipment and so on. Kould you re- 
eva1uat.e that and give us your best advice. 

Thank you. 
The CHAIRMAN. Senator Yarborough. 
Senator YARBOROUGH. Mr. Chairman, in view of the lateness of the 

hour I have very fern questions. I think some of these questions were 
answered as the witnesses testified. I do want to apk this, Mr. Secre- 
tary, and also Dr. Dempsey. The $50 million asked in the first, ye,ar, 
of course, will not do this job. That is just a pilot program? just to 
start., and this overall job of getting-I take it your prime priority 
is this-to all of the doctors, medica. personnel of all types and the 
hospitals of this country information that. is already known in the 
great research centers, is that one of the first tasks? 

Secretary CELEBREZZE. Yes. 
Senator YARBOROUGH. And the other is to ge,t the information 

where it can be used in treatment of the people ? 
Secretary CELEBREZZE. Most of the time now will be spent on 

planning. 
Senator YARBOROUGIF. First will be planning, the 50 million ? 
Secretary CELEBREEZE. You will get very llttle results in the first 

year because it requires planning to get. these groups together, and at 
that t,ime we mill be in a much better position to come In with tighter 
e&mates for second, third, and fourth years. 

Senator Y~4Rnono~OH. Next year, after you can tell us what you 
actually need to spend the money after you have planned it ? 

Secretary CELE~REZZE. There are some areas, Dr. Dempsey has 
test.ified about it,, there are some areas in the Sation today which Kill 
be easier to pull together bwauee they have complexes and these com- 
plexes will, of course, be much further adrnnced and much easier 
to plan for because they have the existing facilities and 17-e can move 
a.head. But in a vast majority of other areas we have got, to do the 
proper planning and I think we need sound planning of what, we are 
trying to acc.omplish to provide information to come up with realistic 
figures for the years 1967, 1968, 1969, and 1970. 
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Senator YARBOROUGH. Mr. Secretary, you and Dr. Dempsey contem- 

plate 30 projected centers which would have a complex of medical 
schools, hospitals, and so forth, to provide for the type of coordinated 
center that you have described, you would necessarily have a large 
population base to have already in existence to have these medical 
schools and hospitals. 

You are basing this mainly in big population centers? 
Secretary ~~RE!ZZE. Yes. On the other hand, we have a great 

many areas where there is no medical school. 
ing them from the slate. 

We are not just scratch- 
In the event there is no medical school, then 

the diagnostic and treatment centers could be coordinated with the 
existing hospitals in that particular area. 

Senator YARBOEOUC+H. If you had a large population area, you would 
need a medical center just the same to get this mformation out to all of 
the hospitals ? 

Secretary Cxmaxzzn. On the other hand, Senator, we will try 
under the Health Professions Act to aid more medical schools. 

Senator YARBOROUGH. I notice the largest 30 cities of the United 
States in 1960 embrace populations of 400,000 and over. 

Mr. Chairman, I ask to put in the record this table of the population 
of cities in the over-400,000 class. 

The CHAIRMAN. Without objection, we will put it in the record. 
(The table referred to follows :) 

Cities with estimated population of 400,000 and oser on January 1, 1964 
[In thousands] 

Phoenix, Ariz- _____ - _________ 510.6 Kansas City, MO ____________ 531.6 
Los Angeles, Calif---- ________ 2,677.7 St. Louis, MO---- _____ - ______ 720.1 
San Diego, Calif __________ -__ 639.2 Buffalo, N.Y _________________ 516.4 
San Francisco, Calif __________ 745.3 New York, N.Y ______________ 7,741.2 
Denver, Co10 _________________ 623.8 Cincinnati, Ohio- ____________ 499.9 
Washington, D.C.------------ 777.6 Cleveland, Ohio ________ - _____ 869.7 
Stlanta, Ga------- ___________ 510.0 Columbus, Ohio ______________ 514.6 
Chicago, Ill __________________ 3,534.s Philadelphia, Pa _____________ 1,986.g 
Indianapolis, Ind _____________ 514.0 Pittsburgh, Pa _______________ 578.0 
Louisville, Ky ________________ 499.9 Memphis, Term ______________ 646.8 
New Orleans, La--- __________ 652 2 Dallas, Tex ________ - _________ 781.3 
Baltimore, Md ______ -___- ____ 933.1 Houston, Tex ________________ l,O55.7 
Boston, Mass---------------- 659.7 San Antonio, Tex- ____ -___-__ 653.7 
Detroit, Mich ________________ 1,614.l Seattle, Wash ________________ 567.1 
Minneapolis, Minn ___________ 473.5 Milwaukee, Wis ______________ 764.6 

Source : Sales Management, June 10, 1964. by Julius W. Allen, Chief Economics Division. 

Senator YARBOROUOH. Doctor, would this heart disease diagnostic 
and treatment station be used for only severe cases? Would all cases 
be sent to the centers or would you just have severe emergency cases? 

Dr. DEMPSEY. No, sir. The station would consist of a place in a 
hospital in which there is specialized apparatus of value in, say, heart 
disease, and in which there would be people who had expert knowledge 
in heart disease. These people and this equipment and these facilities 
would be available to assist any physician m the hospital with any 
patient who came into the hospital. The degree to which they would 
assist and participate in the management of any particular case 
would vary from zero to very active involvement. But it would actu- 
ally benefit all patients in the hospital and indeed in the area who had 
heart disease. 
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Senator YARBOROCGH. Well now, after the centers are set up, would 
the administrative bodies which now grant permission to doctors to 
practice in hospitals be the same that Kould determine access to the 
facilities of these regional medical centers? 

Dr. DEXPSEY. The specific answer to your question is “Yes.” There 
is nothing in the bill which it is planned to alter the responsibilities of 
t,he governing boards of any hospital. The one possible exception to 
this st,at,ement is that in the planning arrangements made by the in- 
stitutions, they would voluntarily agree to accept the station, and to 
place on the staff of their hospital the designated physicians referred 
from the medical complex to the station: but this would be a voluntary 
arrangement made by them, nor one imposed on them. 

Senator YARBOROUGH. Due. to t!le lateness of time I won’t explore 
that further now, Doctor, but it might be a proper matter for further 
exploration in the future. 

I notice you were on the Commission that studied this matter. 
Dr. DEMPSEY. Yes, sir. 
Senator YARBOROISGH. 11-e now sax-e in the field of cancer one person 

in three but a few years ago onlv one in four was saved who had can- 
cer. You have a number of instances where the percentage saved 
might be increased markedly. 

Dr. DEMPSEY. Yes, sir. 
Senator YARBOROCGH. And I take it from the nature of the recom- 

mendations that you are rerv optimistic about the number of those. 
Here is one that I doubt you are as optimistic about-it says lung 
cancer can be sharply reduced bv reducing cigarette smoking. 
that IS one area where you weren‘t quite as optimistic, Doctor. 

I think 

Dr. DEMPSEY. Ke have the problem of human nature, sir. 
Senator YARBOROIXH. Thank vou. Mr. Chairman. 
The CHAIRMAX. Senator Ke&edv of Massachusetts? 
Senator KESSEDY of JIassachu&tr~. I would like to say for the rec- 

ord I strongl? favor this Ie.gishtioa and the purposes which it is 
trying to accomplish, Mr. Secreta~. and I appreciate your testimony 
this morning. 

I would like to ask jm a few quesTions. if I could. You may have 
gone over these questions while I WG ar my other committee meetings 
this morning. 

Could you give us at least some id= of what. you might look dorward 
t,o in the next 5 veaE. as far as the number of these centers to be located 
in these regional areas? 

Did you cover that earlier this mom&! 
Secretary CEL~~REZZE. We core& &at. Senator- 
Senator KESXW of Massachu_gtts- You covered that this morning. 

I would like to ask if you hare corer-cd this in your testimony, Mk. 
Secretary. The pro@ legklation would authorize the appropria- 
tion of $50 million for f&4 vear er.tig .June 30,1966, and such sums 
as may be necessary for each of the r.ext 4 fiscal years. 

be 
I was wondering if y-on could cre z the amounts which we might 

De 
able to expect would be fonhcomlx and requested through your 

EY 
artment in this next period of : ime I - 
ecretary CELEBREZZE. I anserwl tk.s: earlier. 

Senator KEXNEDT of JLa~-chuxv-. I w. 
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Secretary CELEBREZZE. The basic reason was that the report came 

out in December of last year, the report has only been available about 
2 months. 

Senator KENNEDY of Massachusetts. I can’t hear you, Mr. Secretary. 
Secretary CEJLEBREZZE. I am sorry. 
The basic reason, I explained to Senator Javits, who asked the same 

question, was that the report came out in December of last year. 
Senator KENNEDY of Massachusetts. I see. 
Secretary CELEBREZZE. So, of course, it has only been out a short 

time, and it was our thinking that before recommending appropria- 
tions for the second, third, and fourth years, that we would use this 
$50 million primarily now for planning and for demonstration and 
at the end of that time we would be in a much better position to come 
in with realistic figures for the second, third, and fourth year basically. 

Senator KENNEDY of Massachusetts. Mr. Secretary, do you know 
how many centers you are going to have in the next year, and in the 
next 4 or 5 years ? 

Secretary CELEBREZZE. We are talking in terms of about 32 centers. 
Senator KENNEDY of Massacusetts. Let’s use those centers. You 

are talking about 32 centers. What will it cost to run these centers a 
Secretary CE~EBREZZE. Well, that may vary depending upon what 

the existing facilities are as you establish these centers because there 
are some cities that already have medical facility complexes into which 
we could move. O thers would require an expenditure of perhaps very 
little for construction or for renovation, expenditures for the purchase 
of equipment, expenditures for staffing and maintenance. 

Senator KENNEDY of Massachusetts. What were the estimates; could 
you.give us some idea as to the range of these figures? If you are 
talkmg about 32 centers in various sections of the country, I think 
there must be at least some figures by which you would be able to 
determine what the cost will be and what you are going to need for 
appropriations. 

Secretary CELEBREZZE. I was thinking that the $50 million that we 
asked for---- 

Senator KENNEDY of Massachusetts. Maybe I am not making myself 
clear. 

I understand this authorization and what it is going to be used for. 
My question is, What is going to be the amount that this program is 
really going to cost over this next period of years with respect to 
the 32 centers that are going to be located in the different regions of 
the country 1 

Secretary CELEBREZZE. My answer was that we would be in a better 
position to answer that once we have established the three or four 
complexes that we are talking about under the $50 million, using 
that as rather a demonst.ration project to come in with more realistic 
figures. 

Senator KENXEDY of Massachusetts. Well, Jlr. Chairman, I sug- 
gest that we should try to find out the financial commitment. of this 
program. I think this is an area which is a matter of considerable 
concern. It is to me. 
gram, Mr. Secretary. 

I support this concept and support this pro- 

Secretary CELEBREZZE. I think that it would be unrealistic for the 
administration to come in on second-, third-, and fourth-year appro- 
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priations without gaining basic experience at least for 1 year on de- 
tailed planning and how fast we can move in these centers. 

Senator KENNEDY of Massachusetts. Well, Mr. Chairman, I would 
only like to suggest that I think that it may be difficult to defend this 
on the floor of the Senate for those who are not sympathetic to this pro- 
gram. We are not going to be able to be any more responsive to these 
questions without the projections. I would like to reserve the right to 
pursue this matter at a later time. 

The CHAIRMAN. Certainly. 
Senator Kennedy of New York? 
Senator KENNEDY of New York. Thank you, Mr. Chairman. I just 

want to listen to the testimony. 
The CHAIRMAN. If you have any questions, we would be happy to 

have you ask them. 
Senator KENNEDY of New York. Thank you. 
Senator YARBOROUGH. Dr. Dempsey, is the Public Health Service 

hospital in Galveston, Tex., affiliated with the University of Texas 
Medical School in Galveston 8 

Dr. DEMPSEY. May I refer that to Dr. Price? 
Dr. PRICE. It is not affiliated, sir, in the sense in which many commu- 

nity hospitals are affiliated with medical schools. On the other hand, 
there is a very close relationship between it and the medical school at 
Galveston. Teaching is conducted in our hospital. Some of the mem- 
bers of our staff participate in the staff activities of the medical school, 
and I think for all practical purposes one might say that there is a 
program aEliation, although it is not a formal affiliation in which the 
medical school participates in the staff management of the hospital. 

Senator YARBOROUGH. Of course? one is a State medical school, and 
one is a Federal Government hospital, but they do work very c.losely 
together, don’t they ? 

Dr. PRICE. This has been true for a number of years. 
Senator YARBOROUGH. And the University of Texas is the oldest 

medical school in the State of Texas. You are familiar with that ? 
Dr. PRTCE. I know it is an old one. 
Senator YARBOROUGH. Do you think the order to close down this 

Public Health Service hospital at Galveston, because it has a rated 
capacity of only ‘79 beds and a caseload of 134 a day, is going to help 
the medical complex there in Galveston? 

Dr. PRICE. I think the development of a medical complex based on 
the medical school at Galveston is an issue of somewhat different mag- 
nitude, and I am not sufficiently familiar with all of the other resources 
in the area to know how important this one hospital of the Federal 
Government might be to the development of such a complex. 

Senator YARBOBOUGH. Mr. Chairman, in the interest of time, I will 
not pursue the matter further at this time. But on future occassions 
I will, when we have other witnesses. 

The CHAIRMAN. Anything you would like to add, Mr. Secretary? 
Secretary CELEBREZZE. No. 
The CH,4IRMAN. Anything further you would like to add, Doctor? 
Dr. DEMPSEY. No,sir. 
Senator YARBOROUGH. Mr. Chairman, I want to commend the wit- 

nesses for their appearance. I know it is going to cost money in the 
future, and I am prepared to support it. I hope we will pass this leg- 
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islation, and you will go full steam ahead with the development of 
these centers. 

The CHAIRMAN. I certainly want to thank you gentlemen and 
strongly commend you for the very excellent testimony you have 
brought us this morning, and I am sure you will give careful considera- 
tion to the remarks of the Senator from Massachusetts, Senator Ken- 
nedy, with reference to this matter of costs because, naturally, that 
will be a question that will be recurring not only this year but through 
the years as long as ‘this program is going forward. 

You have brought us some very fme, most excellent testimony, and 
we deeply appreciate it. We certainly want to thank you for it. 

Thank you. 
The CHAIRMAN. Dr. George Wolf. Dr. Wolf, you are president 

of the Association of American Medical Colleges, and vice president 
of medical and dental affairs at Tufts New England Medical Center. 

Dr. WOLF. That is correct, sir. 
May I introduce my colleagues. Dr. Robert Benson, on my left, 

who is executive director of the Association of American Medical Col- 
leges ; and Dean Thomas Turner, who is dean of Johns Hopkins Uni- 
versity Medical School, and president-elect of the Association of 
American Medical Colleges. 

The CHAIRMAN. We are glad to have you all here today. 
Senator KENNEDY of Massachusetts. I would just like to extend 

a word of welcome to Dr. Wolf from my State of Massachusetts. He 
is well qualified to talk on this subject and has, I am sure, some very 
helpful observations on this legislation. I want to welcome him, and 
extend to him the best wishes of the committee? and the same to the 
honored gentlemen who come with him this mornmg. 

Dr. WOLF. I would like to have Dr. Berson make a statement. 

STA!l!EMEN!C OF DR. ROBERT BEBSYIN, EXECUTIVE DIBECTOR, AS- 
SOCIATION OF AMERICAN MEDICAL COLIJZCES; ACCOYPANIE;D 
BY DR. GFEORCE WOIF, PRE!NBEN!F, ASSOCIATION OF AMERICAN 
MEDICAL COLIXCES; AND DR. THOMAS !l!TJRNER, PRESIDENT- 
ELECT, ASSOCIA!C’ION OF AMERICAN MEBICAL COLLE43ES 

Dr. BERSON. Mr. Chairman, with your permission, we would like 
to make a very brief statement? in view of the late hour, and expand 
that a little bit in writing in the immediate future. 

As you can imagine, it would be easier for us to speak to this measure 
if we were also talking about S. 595, the Health Professions Educa- 
tion Assistance Amendment of 1965 because this is so much of the same 
package, and t-here is a sharp limit to how much anyone can speak for 
all of t,he medical schools at this moment, because m the brief period 
since the President’s Commission reported and this legislation was 
introduced, we have had an opportunity for only a few hours of dis- 
cussion of this important legislation among representatives of all the 
schools. 

Actually, stated very broad1 , the objectives that the President set 
forth under the headin 

18” 
of “ trengthening the Nation’s Health Fa- B 

cilities and Services, anpower for the Health Services and Health 
Research, and Research Facilities” in his message to Congress are the 
objectives of the medical schools of this country which they have been 
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pursuing for many decades. We continue to support these objectives 
wholehearted1 

ii 
, and it is wonderfully encouraging to have such a clear 

statement of t em by the President, now supported by legislation that 
has been introduced. 

The medical schools and their teaching hospitals and aEliated~in- 
stitutions have played a crucial role not only in educating medmal 
students, which used to be about all they did, but also in training 
many workers in allied health professions .m perfectmg our great 
system for training physicians and clinical mvestigators, advancing 
knowledge through basrc and clinical research, and ap 
problems of patients in the operating room, at the be d! 

lying It to the 
side and in the 

clinics. 
The tremendous role the Federal Government has played in this 

through man agencies, 
the National s-l stitutes o P 

articularly the Public Health Service, and 
Health is very well known to your commit- 

tee. You are responsible for so much of it that we do not need to 
elaborate that at this time. 

The first point we want to em hasize is when you consider pro- 
posals of the magnitude of this br 1, T it makes ?t imperative to recog- 
nize that our system of providing medical care m this country 1s mter- 
dependent, althou h it is heterogeneous and not highly organized, 
and we do not usua f ly think of it as a system. 

One simply cannot expect the fulfillment of pledged services to pa- 
tients without support of and thoughtful consideration for the edu- 
cational s 

Now, a i!i 
stem that underlies it. 
out the legislation itself, we support the purposes set forth 

fully, with the reservation that we do not think they can.be achieved 
unless we do give adequate consideration to the whole basic operation, 
the whole basic system. 

The medical schools and the related institutions which make up the 
medical center, have become the resources to which patients with spe- 
cially complicated 
they are increasin P 

roblems are referred for study and treatment, and 
y effective in this role. 

The words of 55 r. Osler that you quoted earlier have really been 
taken seriously. Incidentally, he was one of the earlier presidents of 
the association that Dr. Wolf now presides over and, as yap know, he 
played a fundamental role in the development of the Hopkms for which 
Dr. Turner is responsible at this time. 

They have been taken serious1 , and they have been wonderfully suc- 
cessful all over the country, an B it is perfectly logical and natural to 
try to extend the influence of these institutions and improve the w*ays 
they ca cooperate with other hospitals, with the medical profession, 
for the etter interestof their % 

Now, naturally, the medica f 
atients. 
schools would hate to see any vast dis- 

ruption of the 
% 

atterns that have been proven successful in the past- 
evolution, yes, ut not sudden disruptive change. 

The members of the medical 
the alumni of our medical schoo s, so we have a natural interest in the H 

rofession of this country are largely 
1 

pattern continuing to be one in which the individual physician can 1 

achieve maximum effectiveness as well as appropriate professional I satisfaction. 
It has been well demonstrated that it is highly effective to bring 

together people who are doing research that is basic, but is also per- ; 
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tinent to clinically important problems, with clinical investigators 
studying these problems and applying their results to the treatment of 
patients as well as training younger people in the field. 

A few independent autonomous institutions have developed which 
are highly effective in doing this, but there are many other concerted 
eff arts which have developed as fully integrated parts of teaching hos- 
pitals or medical schools, and they have been equally or more success- _ _ 
ful. 

Some of the categorical research centers which developed as rela- 
tively isolated institutions, have been even more successful after they 
developed close ties with the medical school and the medical center 
developing in their area. 

We are firmly convinced that the categorical research centers to be 
developed under this legislation in the future should be intimate parts 
of medical schools or medical centers and staffed by members of the 
fsc11lt.v. ..- 

No?, a number of medical schools have had a good bit of experience 
in trying to perfect regional arrangements that are rather similar to 
the intentions of this legislation, and they have found it a rewarding 
and a difficult business. 

It ha.s made it very clear that the relations between institutions and 
the individuals involved are delicate and comnlex. and it is also nain- 
fully difficult to procure and maintain an aaequ&te supply of &an- 
power for this m ission. It is simply imperative that careful planning 
and thorough discussion and understanding precede the activation of 
any regional complex that is to receive substantial support under this 
program. 

Hasty activation of any such regional complex before adequate staff - 
inp and facilities are available. and thorough agreement are reached. 
wi‘il accomplish little, and do a lbt of damage: ” 

Each regional complex will have immediate impact on the medical 
school and the medical center involved. The success of the regional 
complex would be dependent upon the continued success and grow- 
ing effectiveness of that medical school and medical center, and the 
development and success of one regional center will have immediate 
repercussions on other medical schools, and it may make it easy for 
the center, the complex, that is making progress to make even more 
progress by recruiting personnel at other medical schools and medical 
centers t,hat need it. 

We think that the role of the National Advisory Council, as provided 
in this legislation, is extremely important. So far as the bill specifies 
who should be on it, it seems good, but we would also urge that it 
always include at least one member who has had experience in being 
responsible for the whole of a medical school or a medical center. 

Now, back to the manpower business again : The 88th Congress took 
some very substantial steps, and they are helpful, but we are convinced 
that a great deal more needs to be done. As this subcommittee knows so 
well, for 15 years or more, the association has been concerned about 
the escalating demand for medical manpower, and the painfully slow 
progress we are making at meeting that demand. 

It seems to us that the success of this program and of a good many 
other programs that will be before this session of Congress are de- 
pendent on our making progress with the manpower problem. 
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We, of course, would like to say more about that when you are con- 
sidering appropriate legislation. 

Now, it is necessary, I think for us to emphasize the imperative need 
for attention to the manpower problem, but that does not mean that 
we are not for the purposes of this legislation. It is tremendously en- 
couraging that it has been proposed by the President and is being con- 
sidered by the Congress as a part of national policy, and it seems very 
likely that if it is handled on the basis of careful and through planning, 
development when resources are adequate for the purpose, it can 
achieve its high purposes without disrupting the rest of our complex 
system of education, research, and medical care. 

This, of course, only if we give adequate attention to the basic prob- 
lems of the educational system which would be appropriate under other 
legislation. 

Mr. Chairman, it might be useful if Dr. Wolf would make any sort 
of comment he wanted, and then Dr. Turner, and then we would be 
delighted to try to respond to any points you wanted to raise. 

The CHAIRMAN. Dr. Wolf. 
Dr. WOLF. I would like to describe very briefly something that I 

happen to be connected with that Dr. Dempsey has mentioned in a 
variety of public utterances, and that is the Bingham Associates Fund 
which is part of the Tufts Medical Center in Boston. 

About 20 odd years ago a Mr. Bingham, a wealthy person in Maine, 
gave some money to a group of men, trustees, so that they could do 
something for medical care m the State of Mame, and what they have 
done over the years now has had many of the elements of the proposed 
program and, I think, has been quite successful. 

A very few, brief examples: One, they now have developed a series 
of TV tapes for postgraduate education of the physician, and this is 
tied into the educational TV network in Boston, and going up into 
Maine. 

They have also provided funds for hospitals to get directors of 
medical education in their smaller community has 
way have encouraged the development of an interns rip and residency s 

itals, and in this 

program. 
In addition, medical students have gone out from Tuftsc to the 

smaller hospitals and gained community experience. 
They have also paid for part of the salary of a physician who is 

director of rehabihtation at a small hospital in northern Maine. 
Then, finally, they have cooperated in providing consult.ation serv- 

ices to hos 
clinical la % 

itals in Ma.ine in the areas of nursing, X-ray technology, 
oratory, dietetics, record-room library tec.hnique, and so 

forth. I 
This program has been flexible over the years. It has been very 

small, of course, but I believe has been successful. 
Dr. Turner 1 
The CHAIRMAN. Dr. Turner. :’ 
Dr. TURNER. Thank you very much, Mr. Chairman. 
I think all of us recognize the very fine quality of the President’s 

Commission’s report. 
lements 

It should be noted, however, that this bill im- 

E 
only a few of the recommendations in that report and, as 

enator Kennedy, I believe, suggested earlier this morning, we cannot 
help but feel that S. 595, for example, is intimately tied into this pic- 
ture. We have only limited manpower, which is in short supply, and 
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we are asking them to do more things and to be better trained, and 
eventually you come to a point where you simply cannot do these 
things without more individuals to do them. Thank vou. 

The CHAIRMAN. You feel then than S. 595 and S: 596 are comple- 
mentary one to the other, do you not, Dean 8 

Dr. TURNER. I certainly do, sir; and I might even go a little bit 
further and say 597 which provides better library facilities must be 
considered in this picture, too. 

The CHAIRMAN. These three in a way constitute a kind of tripod, 
do the not? 

Dr. f?k URNEFL I certainly agree. 
The CHAIRMAN. If you ‘are 

$ 
ing to do the job we have been talking 

about this morning to accomp ish these ends, we need all three, do we 
not? 

Dr. TURNER. I entirely agree with you. 
The CHAIRMAN. Do you 

you would put the responsi B 
entlemen have any suggestion as to where 
ilit 

administration of these pro 
in the Department of HEW for the 

Y 
068 (9 networks? 

Dr. BERSON. Senator Hl 1, our association has not gone into this 
very far, and I am quite sure that there ‘are elements of this that are an 
administrative decision and must be made by the Secretary or the Sur- 
geon General. 

There is ,one concern that I would express and that is that however 
it is administered, the competence that has been gained in the Heart 
Institute, the National Cancer Institute, and other institutes become 
involved that this competence and experience be used as a fundamental 
part of the making of the decisionmaking as to what to do. 

Now, this could be done by a variety o? administrative mechanisms, 
but I think it would be a shame if thig number of years of very success- 
ful experience were not made use of in some way. 

The CHAIRMAN. You strongly feel that from your experience, do 
you not, Doctor Z 

Dr. BERSON. That is right; that is my personal opinion. 
The CHAIRMAN. Your experience, too, Dr. Wolf; and your exper- 

ience, too, Dr. Turner 1 
Dr. TURNER. Yes, Mr. Chairman. We cannot forget we worked 

nearly 20 years with the National Institutes of Health in a most ex- 
cellent relationship with the medical schools, and this does not mean 
that there are not other administrative mechanisms that will work, 
perhaps, just as well, but I think this historical fact must be taken into 
consideration. 

The CHAIRMAN. Senator Yarborough. 
Senator YARBOROUCH. Dr. Berson, I am very sympathetic to your 

suggestion that 1 of the 12 members of the National Advisory Coun- 
cil on Medical Complexes represent the medical schools. 

However, the law provides that these 12 peo le shall be leaders in 
the field of the fundamental sciences in the me 2 ical sciences and pub- 
hc affairs; 1 is to be the Surgeon General, 1 is to be an outstand- 
ing person in the treatment of heart disease, 1 in the treatment of 
cancer, and 1 in the treatment of strokes, which makes 4. 
from the medical schools would make five. 

One 

Now, I sa 
i!i want a mem 

I am sympathetic to that, but the hospitals say they 
er, the research institutes want one, and we will soon 

43-669-65--6 
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run out? and vve won’t be able to get that, broad spectrum of leaders 
in the whole field of medical sciences and public affairs. 

I do think that t,he basic inst,itutions that teach medicine ought to 
have some representation. 

Dr. BERSON. Senator, of course I was not thinking of re.presenta- 
tion. I was thinking of the background e.xperience and viewpoints. 
and this might be found in men who had had the responsibility for 
a me.dical center as a n-hole, and a few of these men hare a background 
as hospital administrators. But. my point, is that the law provides to 
have experts in these subject mat,t.er fields. 

Now, presumably these men have spent their professional life in 
those fields, not necessarily responsible for the broader aspects of the 
institluion. 

So I would say not necessarily a dean, but someone who has a real 
background of espe.rience of a responsibility of that magnitude, medi- 
cal school, or medical center. 

Senator YARBOROCGH. You do recognize that we have a problem of 
how t.o utilize this limited manpower that Dr. Turner has so graphicxl- 
ly described here where many of those men are already teaching and 
engage.d in research at the same time a 

Dr. f3enso~. Yes. 
Sell&or YARBOROUGH. Thank you. 
The CHAIRNAN. Senator Kennedy. 
Senator KENNEDY of Massachusetts. I have no questions. I ~oulcl 

just like to underscore what the presentation indicated which? I think. 
yen observed so accurately, Mr. Chairman, about the interrelstionship 
of these programs and of the pending legislation. I certainly think 
this is worth considering. 

The CHAIRX~N. In other words, we have got to move forward on 
all fronts. 

Dr. BERSON. That is right. 
Senator KENNEDY of Massachusetts. It does not lessen the impor- 

tance of this legislation in any way. 
Dr. BERSON. Oh, no. 
Senator KENNEDY of Massachusetts. And I think all of us realize 

this. 
The CHAII~MAN. That is correct. 
Senat,or KENNEDY of Massachusetts. And I appreciate your observa- 

tions on it,. 
Dr. BERSON. Thank you very much. 
The CHAIRXAN. Anything else you gentlemen would like to add? 
Dr. BERSON. No, sir. We would like to submit a written report in 

a few days. 
The CHAIRMAN. Very good. 

of your association 2 
That would st,ate officially the position 

(The statement referred to follows :) 
PREPARED STATEMENTFOB THE ASSOCIATION OF AMERICAN MEDICAL COLLEGES COY- 

CERPI'IXG S. ~~~,HEART DISEASE,CANCER, ARD STROKE AMENDMENTS 0~1Sij5 
The Sssociation of American Medical Colleges greatly appreciates the oppor- 

tunity to present its views on this important legislation. We would find it easier 
to speak clearly for the association if we were discussing both S. 596 and the 
legislation dealing with the needs for manpower, S. 595, Health Professions Edu- 
cational Assistance Amendments of 1965. And the degree with which anyone can 
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speak for all the medical schools is sharply limited by the fact that, in the short 
interval since S. LX36 was introduced, it has been possible ,to have only a few 
hours discussion of this legislation by the executive council and the institutional 
members of the association. 

Our views on this specific matter will be easier to understand if we first say 
a few words about the general intent and objectives set forth by the President 
in his message to Congress titled “Advancing the Nation’s Health.” 

Stated broadlv. the obiectives the President set forth under the headings 
“Strengthening the Nation% Health Facilities and Services”; “Manpower for the 
Health Services,” and “Health Research and Research Facilities” are the objec- 
tives the medical schools of this country have been pursuing for many decades. 
We continue to support those objectives wholeheartedly. It is wonderfully en- 
couraaine ‘that the President has endorsed those recommendations so strongly 
and that your committee is in the process of considering this and other legislation, 
especially S. 512, S. 595, and S. 597, which will do so much toward achieving them. 

The medical schools, their teaching hospitals and afflliated institution& have 
daved a crucial role not onlv in educating medical students. but also in train- 
&g” many workers in allied health profe&ons ; in perfecting our great system 
for training physicians and clinical investigators ; advancing knowledge through 
basic and clinical research and applying it to the problems of patients in the 
operating room, at the bedside and in the clinics. The tremendously important 
role the Federal Government has slaved in this arand development through 
several agencies, especially the Piblic Health Service and th;? National In- 
stitutes of Health, is well known to you and needs no elaboration at this time. 

The first point we want to emphasize is that considering proposals of this magni- 
tude makes it imperative to recognize that our system of providing medical 
care is interdeuendent. althoueh it is heterorrenous. not hiahlv oraanized and 
not usually discussed ‘as a ‘%&.em.” One %+.nnot expect-the f&lllment of 
pledged services to patients without support of and thoughtful consideration 
for the educational system that underlies it. 

Concerning S. 526, Heart Disease, Cancer, and Stroke Amendments of 1965, 
sDecifiCallv. we SUDDOI? the DUE set forth. and we think thev can be carried 
out only with proper attention tb the “system”‘88 a whole. I 

The medical schools and related institutions which make up medical centers 
have become the resources to which patients with specially complicated prob- 
lems are referred for study and treatment and are increasingly effective in 
this role. It is a logical and natural extension of this background to continue 
to perfect the ways that medical schools, teaching hospitals, and related neighbor- 
ing institutions can cooperate with each other, with hospitals at some distance, 
and with the medical profession for the better interests of their patients. The 
members of the medical profession of this country are largely alumni of the 
institutional members of the association so we have a natural interest in the 
pattern of medical care continuing to be one in which the individual physician 
can achieve maximum &ectiveness for his patients and appropriate professional 
satisfaction. 

It has been well demonstrated that it is highly &?ctive to bring together 
people doing research that is basic and pertinent to clinically important prab- 
lems (such as heart disease, cancer, stroke, and several others) with clinical 
investigators studyinlg those problems and applying the results to the treatment 
of patients as well as training specialists in the field. A few independent and 
autonomous institutions have developed which are highly effective in doing 
this. The accomplishments of our great clinics devoted to one “category” of 
disease or to rehabilitation are so well known to your committee there is no need 
to elaborate on them. I do want to point out that some of them have been 
even more successful after they developed close ties with a medical school. 
It is clearly desirable for these established centers to continue to evolve in a 
way appropriate for their own setting. And it seems worthy of some emphasis 
that other such concerted efforts have developed as fully integrated parts of 
teaching hospitals or medical schools and that they have been equally 
successful. 

/i 

We are firmly convinced that the “categorical research centers” to be devel- 
oped under this legislation in the future should be intimate parts of medical 
schools or teaching hospitals, staffed by members of the faculty, rather than 
isolated and independent institutions. 

A number of medical schools have had experience in trying to perfect regional 
arrangements for the orderly referral of patients to the medical center: the 
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establishment of specialized diagnostic or treatment stations in hospitals at 
some distance and the transmission of new knowledge to practicing physicians. 
The examples of Albany and the University of Kentucky were cited by Dr. 
Dempsey. 

Eleven years ago John Deitrick wrote : 
“While medical schools and their teaching hospitals were encountering these 

serious financial difficulties, the public demand for their services was increasing. 
Medical centers had proved their value in terms of improved medical service. 
The concept of a medical center rendering many types of medical service had 
been promoted by several medical schools. Tax-supported schools had generally 
rendered some direct medical services to their communities or to their States, but 
they. were constantly being asked to expand this service as the public grew 
to expect direct and supervised medical care from the medical school. 

“The new philosophy is illustrated in a report published by the regents of one 
State university which included the following statement: ‘University personnel 
and activities constitute many resources that are of potential importance to our 
community welfare. Consequently, the medical school has extended its inter- 
ests beyond the limits of its classrooms to the end that its many resources 
may be made of maximum use to the people of our State.’ This medical school 
supervised or had affiliations with 14 hospitals whose primary function was 
patient care. One private medical school specifically stated that one of its 
major objectives was a community medical-care program. 

“The philosophy, propounded by national organizations and leaders in the 
health professions, soon reached the level of the Federal Government. In 1948 
a report to the President by the Federal Security Administrator stressed the 
point that financially the medical schools were unable to meet the need of the 
Nation for physicians, and at the same time promulgated the need for large 
medical centers, with a medical school becoming the hub of each center. The 
President was advised that the Nation’s total health resources could best be 
utilized by a program of Federal-State-community action to develop a system of 
hospitals and health centers closely integrated with a medical school and medical 
center in their respective regions, to provide smaller nearby hospitals with 
various services and professional personnel for patients who required special 
care. 

* + * * * * 1 
“The concept of expanding the influence and responsibility of medical schools 

for patient care was discussed in 1951 in the publication entitled ‘Financial 
Status and Needs of Medical School,’ which was a preliminary report by the 
Surgeon General’s Committee on Medical School Grants and Finances. It 
stated: 

“ ‘The entire problem of extending the influence of medical schools is be- 
coming of increasing importance. Active regional programs in New England, 
New York, Michigan, Virginia, and other areas demonstrate the weight attached 
to these plans by many medical educators and medical administrators. The 
rapid growth of hospital facilities under provisions of the Hospital Survey and 
Construction Act will increase the demand for leadership and direction from 
medical schools. 

“‘ * * * About 30 deans reported to us that a shortage of general funds is 
the major barrier to the development of these activities * * *. It is clear that 
an expanding concept of the function of medical schools as part of the community 
is evolving out of the initiative and experience of the schools themselves. These 
experiments have proved to be productive, and we foresee a growth of this 
movement.’ ’ 

“Obviously these statements represent a radical change in the fundamental 
concept of the fun&ion of a medical school. The medical schools, organized 
originally as educational institutions, are developing into medical service centers 
with constantly expanding responsibilities in the health field. Not only does 
the public expect these institutions to set standards of medical care, but in 
addition it expects them to provide and supervise the hospital care for large 
population areas as well as for national medical-service programs.” * 

1 Federal Security A ency. 
8 

Public Health Service, 
Committee on Medical 

“Re art by the Surgeon General’s 
chool Grants and Finances,” pt. I, tv 

ment Printing Offlee, 1951, p. 87. 
ashington, D.C., U.S. Govern- 

2 “Medical Schools in the United States at Mid-Century,” by John 1. Deitrick, M.D., 
and Robert C. Berson, M.D. 
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Additional current examples would include Tufts and the Bingbam Associates, 
Sew York University. the Universities of Michigan. Ohio, Wisconsin. Kansas, 
Iowa, Rochester, and’others. In some instances-the initiative has &me from 
the medical school and in others has come from other groups and the medical 
school has responded. 

This experience makes it clear that the professional and institutional relations 
are complex and delicate. It also makes it clear that it is uainfully difhcult to 
procure and maintain an adequate supply of trained manpower. A-functioning 
region1 complex, as recommended by the President’s Commission on Heart Dis- 
ease, Cancer, and Stroke, would make the efforts of the practicing physician more 
effective, ‘but the development and operation of the “stations” in each hospital 
and the “categorical research center” will require a marked increase in trained 
manpower. 

It is simply imperative that careful planning and thorough discussion and un- 
derstanding precede the activation of any “regional complex” that is to receive 
substantial support under ehis legislation. Such careful planning can also help 
to avoid unnecessary duplication of facilities, equipment, and services with its 
great cost in money and scarce personnel, so the provisian of grants for such 
planning is probably the best feature of the legislation. Hasty actlvcution of any 
such “regional complex” ,before adequate staffing and facilities are available 
and thorough agreements reached would accomplish little and might do much 
damage. 

Da& regional complex will have immediate and important impact on the 
medical school and medical cerrter involved. The success of the regional complex 
is heavily dependent upon the continued and growing effectiveness of the medical 
school and the medical center. The development and success of one regional 
center will have very important implications for other medical schools and 
medical centers and may enhance the ability of one medical center to grow 
strong by recruiting trained personnel from a weaker center where they are 
badly needed. For these reasons it seems to us imperative that the National 
Advisory Council provided by ‘this legislation always include some individuals 
who have had experience in carrying the responsibility for medical schools or 
medical centers as a whole. And it also seems imperative that the role of the 
Sational Advisory Council be changed from “consultation” to “advice” and that 
the legislation make it clear the Surgeon General is not to award grants that 
have not ‘been anoroved tbv the Council. 

The As&i&n of American Medical Colleges h’as not taken a position on 
which portions of the Public Health Service should administer this program 
and probably will not do so. From my own experience it would seem wise for 
this administrative decision to ‘be left to the Surgeon General and the Secretary 
of Health, Education, and Welfare. I do think ilt would be wise for the program 
to make use of and build on the long and successful experience of the National 
Heart Institute and the National Cancer Institu~te, particularly in relation to 
the “categorical research center” portion of each complex. 

The 83th Conzress took some substantial steus to aid in increasing the suaulv 
of trained manl~ower in the health fields but we are convinced that’much diore 
needs to he done. As this committee knows so well, the Association of American 
JIedical Colleges has long been gravely concerned as to whether there will be 
enough trained manpower to meet the growing demand. The present prospects 
are that the r~umbe~ of physicians who have graduated from medical schools in 
this country will continue to decline in relation to the polmlntiou. The success 
of this program is absolutely dependent upon an increased supply and appropri- 
ate distribution of trained workers and so is the tiuccess 3f other proposals before 
the Coneress in this session. We would like to say much more about this when 
legis!ati& dealing with health manpower is being considered. 

Hariug expressed our reservations, I want to add that I think that. with sound 
planning and proper attention to the system of providing research, education, and 
service as a whole, the problems which concern us can be overcome and progress 
toward better medical care for everyone can be greatly helped by this legislation. 

I would urge the passage of this legislation along with the other legislation 
to implement relevant recommendations the President made in his message to 
Congress. 

Dr. BE&ON. Yes; it will, but it is not different from what we have 
said this morning. 

The CHAIRMAN. I did not think it would change. 
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Now we have Dr. Carleton B. Chapman, of Dallas, Tex., president 
of the American Heart Association, and professor of internal medicine, 
University of Texas, Southwestern Medical School. 

Doctor, I have a telegram from you, sir, in which ycJU said you would 
like to have with you today Dr. James Warren and Dr. Robert Wilkins, 
past presidents of the American Heart Association, and Mr. Jesse Fill- 
man, member of the board of directors of the association, and Mr. 
Eome Betts; are they here with you this morning P 

Dr. CHAPMAN. Yes, sir; all except Dr. Wilkins who could not come 
The CHAIRMAN. Do you have all those who are available? 

STA- OF DR. CARLETON B. CNAPNAN, PRESIBEN!l’, AMERI- 
,CAN NEART ASSOCIATION; ACCOMPANIED BY DR. JAMES V. 
WARREN, PAST PRESIDEN!C, JESSE R FILLMAN, MEMBER, BOARD 
OF DIBEC!PORS, AND ROME BE!l!TS, EXECU!l’IVE SECRETARY, 
AWZERICAN ‘NEART ASSOCIATION 

Dr. CHAPMAN. Yes, sir. If I may, I will introduce them. 
On my right is Mr. Fillman, who is a member of our board of di- 

rectors. He is a lawyer, and he comes from Boston. 
Also on my right- 
The CHAIRMAN. You mean you let lawyers in your associal-ion ? 
Dr. CHAMAN. Oh, yes, sir. We are a voluntary health association. 
The CHAIRMAN. I think that will particularly appeal to members 

of this committee. Most of us are lawyers, you know. 
Dr. CHAPMAN. Also on my right is Dr. James Warren, who is a 

past president of the Amerioan Heart Association and currently 
professor of medicine at the Ohio University School of Medicine. 

On my left is our executive secretary, Mr. Rome Betts, whose 
executive offices are in New York. 

The CHAIRMAN. We are delighted to have you. 
Senator YARBOROUGH. Mr. Chairman, at this time I would like 

to welcome to this committee Dr. Carleton Chapman, president of the 
American Heart Association. I see we have other “presidents from 
Texas” on this agenda also. We have quite a complex of presidents. 
We are very proud of them, and we are proud to have one before this 
subcommittee at this time, and we ‘are glad to welcome you here before 
this subcommittee under the leadership of this great chairman, 
Senator Hill. 

It is a personal pleasure for me to see people from Texas coming 
here supporting this medical legislation. That was not exactly the 
situation 7 years ago when I first came to this subcommittee. 

The CHAIRMAN. There has been a little change of heart. I guess 
the American Heart Association had a lot to do with it; didn’t it, 
Doctor 1 

Dr. CHMSWAN. I certainly like to think it has. 
The CHAIRMAN. We are certainly glad to have you. You may 

proceed in your own way. 
Dr. CHAPMAN. Thank you. 
I am honored to have the opportunity to serve as spokesman for 

the American Heart Association in connection with the proposal- 
S. 596-to establish re.gional medical complexes for research and 
treatment in heart disease, cancer, stroke, and other major diseases. 
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Our organization regards the proposal as one of the most significant 
pieces of health legislation ever to come under consideration in our 
country and we support its major objective without qualification. That 
objective, as we understand it, is- 
* * * to afford to the medical profession and the medical institutions of the 
Sation * * * a more abundant opportunity of making available to their patients 
the latest advances in the diagnosis and treatment * * * 
especially of heart disease and stroke, which are the areas of our 
special concern and competence. This general aim, in fact, has been 
an important goal of the American Heart Association for many years. 

At the outset, gentlemen, permit me to point out that the American 
Heart. Association is a voluntary health agency and a public service 
organizatron. Our reason for being, and our main justification, is the 
light agamst diseases of the heart and blood vessels in particular and 
the preservation of the health and the vigor of our Nation, speaking 
more generally. 

Our membership is made up of about 40,000 of the Nation’s leading 
public-spirited laymen and about 35,000 physicians (generalists and 
specialists) who are interested in circulatory diseases. We view this 
important group of diseases as a public health problem of major 
magnitude and complexity, and have mobilized all sorts of skills, 
talents, and intellects in our efforts to cope with it. By the same token, 
we have called in many of our qualified members, both medical and 
nonmedical, in studying the bill before us and in preparing this testi- 
mony, which we have presented. 
have no ax to grind in offering it. 

But we would like to say, too, we 

We appear before your subcommittee solely in the public.interest 
and in the hope that we can make some contribution to wise and 
effective legislation in the health area. 

There were many points in the proposal (S. 596) that were of 
interest to us; so many, in fact, that we elected to take up only the 
main ones in our presentation this morning. We have relegated 
details about wording, and an official resolution by the board of di- 
rectors of the American Heart Association concerning the report of 
the President’s Commission on Heart Disease, Cancer, and Stroke, to 
an a.ppendix to the main body of our report. But with your per- 
mission, we would like to place an appendix and resolution in the 
record. 

The CHAIRMAN. We will have that appear following your testimony 
in full in the record. 

(The information referred to appears on pp. 91-92.) 
Dr. CHAPMAN. Thank you, sir. 
In our view there are several aspects of the proposal (S. 596) that 

are of crltlcal importance, ‘and some of which will lead us to make 
overlapping of some of what has gone before. 

By far the most important and pressing, we believe, is that which 
relates to stalling and training, and the need for tramed personnel, 
in general, the role of the medical schools, in particular. 

If the proposal to establish regional medical complexes is enacted, 
large numbers of highly trained people-physicians ,and nonphy- 
smans; medical and paramedical-will be needed to staff them, At 
present, these people are not available in sufficient numbers and there 
is only one source from which they can come: the medical schools and 
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their affiliated teaching hospitals which, taken together, are defined 
in the bill as medical centers. 

It follows inescapably, therefore, that if the proposal (S. 596) is 
to succeed, its most unmediate effect must be to strengthen and expand 
the role of the medical schools and affiliated hospitals in the training 
of physicians and other health ersonnel. Without such people in 
adequate numbers, no amount o P physical construction, or any other 
provision, can make the proposal to establish regional medical com- 
plexes even begin to approach its goals. 

In this connection, let me point out that the modern American 
medical school, as you know, sir, characteristically a regional institu- 
tion, operates training programs in depth and at many levels. It is 
not only concerned with providing t.he training required for the M.D. 
degree; it also, mainly through its clinical departments, trains interns, 
and residents ; physicians seeking specialty training, and other post- 
graduate groups. The trend today is toward more and more clinical 
training, much of it highly specialized, after t,he M.D. degree is at- 
tained. And this trend is not solely due to the requirements of spe- 
cialty groups themselves; the Academy of General Practice, in fact, 
recently announced that it, favors at least 2 years of training after 
a young physician completes his internship. The trend toward in- 
creased training after the internship will, however, be emphasized 
and accelerated if the proposal to set up regional medical complexes 
is passed by Congress. 

Senator YARBOROUGH. May I interrupt there? 
The CHAIRMAN. Yes. 
Senator YARBOROUCH. Doctor, this question I should have asked of 

Dr. Berson, and if he is still here I might direct it to both : We worked 
very actively on this subcommittee in the a& Congress to pass the 
Hea1t.h Professions Educational Assistance ct of 1963. Do you think I; 
that is being implemented fast enough, the money is forthcoming, 
medical schools being approved or the applications for new buildings 
or renovated buildings at existing medical schools being processed 
fast enough Z 

Dr. CHAPMAN. I have a view on it, sir, but I would like to defer 
to Dr. Berson on that point, if he is still here. 

Senator YARFIOROTJQH. Could I interrupt at this point? Dr. Berson, 
what comment do you have on that? 

Dr. BERSON. Senator Yarborough, I think about as fast progress is 
being made as you can expect. It is a very complicated business, and 
it involves site visits to many, many institutions. 

All of us in the medical schools as well as in the Public Health 
Service, hope that the next meeting of the Council can reach decisions 
on a number of more applications, and there is every indication that 
they will [be able to do so. 

Senat,or YARSOROUGH. Is the actual amount provided for student 
loans, $5 million for fiscal 1964 and $10 million for fiscal 1965 being 
made available, has it been made available? 

Dr. BERSON. Yes. 
Senator YARBOROUGH. Is it being made available? 
Dr. BERSON. It is being made available* yes. The timing was un- 

fortunate because I have heard Surgeon denera Terry mention get- 
ting the appropriation after the school year started, which made it 
very difficult to proceed fast enough. 
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Senator YARBOROUGH. Because of the long session we had the past 
rear. 

Dr. BER~ON. Yes. 
Senator YARBOROUGH. 
Is there enou 

We hope to remedy it this year. 

Dr. BER~N. % 
h money for the student loans? 

o. 
Senator YARBOROUGH. I hope you gentlemen ask for it. 
The CHAIRMAN. Doctor, may I ask you one question: You spoke of 

the Council, you mean the Council on the Health Professions Educa- 
t ional Assistance Act ? 

Dr. BERSON. That is correct. They are scheduled to have me&in@ 
in the relatively near future, in a few weeks now, and there is every m- 
dication they will be able to consider a large number of applications 
and make definitive decisions at that time. 

Senator YAFWOROUGH. Dr. Chapman, pardon my interruption of 
your testimony, but your testimony, in addition to that of Dr. Turner 
and the man who preceded you, makes it clear all the time that for 
these centers to work you have got to have more personnel, and it takes 
a long time to train them. I think the Nurses Training Act we passed 
in the last session of Congress will be helpful in this. 

Dr. CHAPMAN. Right, sir. 
In view of what we have been saying, and Dr. Berson as well, it is 

not surprising that the framers of the proposed bill put the medical 
schools and their afliliated hospitals (the medical center) s 
the middle of the regional medical complexes. It could 

uarely in 
1 ardly be 

otherwise, in view of the vast importance of the medical center train- 
ing programs-broadly defined to which I have already made refer- 
ence. 

But at the present time these training programs are not producing 
enough ,mduates to meet the needs of the program the proposal would 
set in operation. To establish such a system without first seeing to 
the expansion of clinical training facilities might, in effect, do more 
harm than good. It would dilute our existing supply of trained 
clinical personnel and might well lower, instead of elevating, existing 
standards of diagnosis and treatment. To give young physicians 
additional training after internships in the areas encompassed by the 
proposed bill requires elaborate st,afEng and planning. Our medical 
schools and their hospital groupings, in order to meet the needs for 
staff of the proposed complexes, will have to enlarge their senior clini- 
cal teaching staffs and provide a greatly increased number of clinical 
traineeships for young ph sicians 
Our medical centers will 

who happen to be ready for them. 
a i? so have to expand their facilities for train- 

ing other types of personnel-nurses and various technicians, for ex- 
ample. And such expansion of training facilities can hardly be 
achieved overnight. 

It might be well, parenthetically, for funds provided by grants in 
the first year under the bill, if it is enacted, to be used in some measure 
for the complicated plannmg that the expansion of training facilities 
will inevitably require, and we are glad in this connection to note the 
interest in planning grants shown by the Secretary’s testimony earlier 
today. 

In a few sections of the country, it may be possible to set up pilot 
projects at the outset, each to consist of a medical center, categorical 
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research inst,itute, and station for dix,gnosis and treatmwt. $ CUC 
projects, if carefully pln1171cd and operated, may within a few yeal 
yield X-cry ~aluvblo g7!-itles that, are applicable to the. Xation as a whole 

In esscnce~, tbext, R-B believe that the proposed bill should be so de 
signet1 and adminlsterrd as to encourage and assist, our medical school 
and their afiliated hospitals to expand and upgrade their c.linical t,rain 
inp programs, beginning as soon as possible. This should he the firs 
objec,tive of the bill: t,he first item in an orderly se.quence of develop 
ment which c.an7 we belkve, enable the proposal to contribute impres 
sively i-o the improvement of the health of the Tnt,ion. 

Tull)iI>g to another item, an item which our groups within the Hear 
Associat,lon considered the next most important,, me urge in the 
st,rongest terms! and with all deference to previous t&imony, that tht 
regional complexes proposal, if it becomes la.w, be adminiitered as : 
part, of the Kational Institutes of Health. 

11’0 make this recommendat,ion not only because we have ut,most con- 
fidence in and respect for the National Inst,itut,es of Health and for 
I he men who direct t,hem, but,, even more significant, the Inst.itutes col- 
lectively repwsent a splendidly constructed system, built, up over more 
t.han a dec~ade and ideally suite.d for the implementation of the regional 
complexes proposal. Thi?, after all, the c.omplexes proposal, that is: 
rests very critic+ly and predominantly as has been pointed out,, on the 
c.ontinuinp re.crwtment and training of highest level clinical personnel. 
At the Federa, level, the National Instit.utes of Health can right,lv 
claim expert knowledge of this particular function, and we believe th& 
attributa can be turned to splendid account in the ndminist,rat.ion of 
the re,gional complexes proposal. 

In addition, the established traditions of the a.dvisory c,ouncils of 
the Xational Institutes of Health have been widely accepted and, we 
think, universally respected in the Nation. And, just as important, 
the categorical nature of the National Institutes of Health still further 
qualifies t.hem, in our consjdered opinion, for administering the re- 
gional complexes proposal, an important segment of which is also 
categorical. 

M H wish to make it very clear that, in making this strong recom- 
mendation, we are Jvell axTare of the splendid tradition and the out- 
standing service of others arms of the U.S. Public Health Service. 
The Heart Association, in fact, has cordial re.lations with them, as well 
as witch the National Institutes of Health, and cooperates with them in 
numerous activities. We have plans for broadening and extending 
such cooperation, especially on questions concerned with the relation 
of environment to cGrculatory disease of all sorts. But the regional 
complexes proposal is conc,erned with t>he provisions of clinical care 
and training and Wis! viewing the problem in depth, put,s it firmly and 
squarely alongside the Kational Institutes of Health. It would, we 
believe, be :a fundamental error not. to utilize this ideally-suited body 
for the &G&ration of the proposed regional complexes. 

Our discussion groups considered many other questions in connec- 
tion with administration of the proposed complexes but we realize that 
we cannot, claim to be experts on the intricacies of the possible and the 
impossible in Federal administrative practice. The suggestion was 
made that. the National Advisor,y Council for Regional Complexes be 
attached directly to the O&e of the Director of the National Institutes 
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of He&h, and we submit the suggestion for consideration but without 
a strong recommendation. 

We would, however, consider this suggestion desirable if it should 
prove to be administratively feasible. It was also noted that as the 
proposed bill is now worded, the Surgeon General may appoint a Na- 
tional Advisory Council ‘but is not actually required t,o do so. And 
the Council, if ap 

It follows that t x 
ointed, is merely advisory to the Surgeon General. 
e Surgeon General may, If he wishes, award a grant, 

that has been specifically rejected by the Council. We believe this to 
be unwise. We recommend that the wording be altered so that the 
Surgeon General must a 
have Council approval % 

point a National Advisory Council and must 
efore he can award a grant under the bill. 

He should, however, retain veto power over prior positive Council 
action, in our opinion. 

The CHAIRMAN. Would you please state that reason ain. 
Dr. ‘CHAPMAN. We think the Surgeon General shoul ? have the au- 

thority to veto a recommendation for an award under the bill, but that 
he should not.be able to make an award if the Council has actually 
projected it. 

The CHAIRMAN. Unless the Council has made the recommendation. 
Dr. CHAPMAN. That is right. 
The CHAIRMAN. He can veto the recommendation but he cannot act 

wit,hout the recommendation.; is that it? 
Dr. CHAPMAN. Exactly, sir. This is exactly the way it is in the law 

we are most familiar with, in the Institute Law, the Heart Institute. 
The CHAIRMAN. It is that way in the Heart Act. 
Dr. CHAPMAN. Yes, sir. 
Finally, we take not,e, Mr. Chairman, of the provision for g-to-1 

matching for construction or built-in equipment (S. 596, p. 3, lines 9- 
15). We recommend that the g-to-1 requirement be deleted and that, 
under the proposed bill, it should be made possible to pay the entire 
cost of construction, or of built-in equipment, from grant. funds. 

In support of this recommendation, we can only repeat an argument 
which, although very important and often stated, never seems to have 
had much effect, and that argument is a matching provision, even at 
the g-to-1 level, will tend to exclude qualified but underfinanced medi- 
cal schools and amiated hospitals from full participation in the pro- 
gram and, we think, we believe, is contrary to the intent of the pro- 
posal. It would, in fact, aggravate existing discrepancies between our 
best and our worst clinical care and training facilities. 

We wonder if it might not be possible for ithe grantee to offer the 
land on which a structure is to be built as his contribution. In many 
cases, the value of the land will be well over 10 percent of the total 
cost of the structure and, in addition, the land may well appreciate in 
value as the structure is used. 

The CHAIRMAN. Land is absolutely essential, of course. 
Dr. CHAPMAN. Yes, sir. But at the moment the grantee is required 

to supply the land. This is our whole point. Even if this su 
proves to be unworkable, we still very much hope that the if 

gestion 
nal bill 

will provide unmatched funds for construction in regional complexes. 
In conclusion, sir, the American Heart Association is very much in 

agreement with the main objective of the proposal (S. 596) which is 
basically to make it possible for the Nation’s physicians to provide our 
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people with the best possible diagnosis and treatment of heart disease 
and stroke. 

For the proposal to accomplish this high aim, the development must 
proceed according to an orderly sequence; and the first step is, beyond 
a.ny question, in our view, to expand and rmprove the clinical training 

Fulfd 1 
pro rams of our country’s medical schools and affiliated hospitals. 

eve opment of categorical centers and community stations must 
inevitably be delayed until the people to man them are available. 

The Heart Association, having worked intimate1 with the National 
Institutes of Health and other arms of the U.S. Pu % lit Health Service 
for many years, believes very strongly that the regional centers pro- 
gram, if enacted, should be administered through the National In- 
stitutes of Health by its own National Advisory Council. 

Finally, the American Heart Associat.ion ur 
funds for construction and built-in equipment 

es that nonmatching 
f e made available for 

the proposed regional complexes. 

to 
And that, sir, is all of our prepared t,estimony. We shall be glad 
ex 

But H 
and It, or to try to answer questions, if you wish us to do so. 

rst, I should like to thank you ve 
P 

much on behalf of the Amer- 
ican Heart Association for giving us t 
views on this extreme1 

e opportunity to present our 

The CHAIRMAN. d 
important health proposal. 

e certainly thank you. 
very splendid statement. 

You have brought us a 
In fact? your statement was so fine that you 

answered the questions that I had m my mind. 
Senator Y arborough, any questions you have, sir ? 
Senator YARBOROUOH. Dr. Chapman, I congratulate 

associates because this shows a very thorough study of t K 
ou and your 
is bill. You 

have come up with concrete pro 
Let me ask you, aren’t the 2 

osals. 

concerned with research ? 
ational Instit,utes of Health primarily 

Dr. CHAPMAN. Well, they are concerned with research; yes, sir. 
But they also, of course, have had by virtue of this very thing very 
intimate contact down the years with medical schools. They are 
the groups within the Public Heahh Service with whom the medical 
schools have intimate contact and for this reason since the medical 
schools are a central focus in the proposal to establish regional medi- 
cal complexes, we feel it would be vastly more efficient to have the 
NIH administer it. 

Senator YARBOROUQH. The problem that worries me is whether you 
won’t take primarily what are research institutes and turn them into 
mere administrators and have them become primarily an administra- 
tive agency. 

Dr. CHAPMAN. The only answer I can give you, of course, is to 
point out that the clinical center is part of the National Institutes 
of Health at Bethesda, and it gives them a very strong clinical arm, 
and we believe a very marked understanding of clinical training pro- 
grams. 

The CHAIRNAN. May I ask a question in connection with that? 
The National Institutes not only make grants but also enter into the 
contracts wit.h the medical schools in the matter of medical research, 
and in the field of fellowships and training ; isn’t that true ? 

Dr. CHAPMAN. Yes, sir; it is very true. It is one of their more 
important functions. 
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The CHAIRMAN. In the field of training and in awarding fellow- 

&i s. 
I5 r. CHAPMAN. Yes, sir ; that is right. 
I wonder, sir, if Dr. Warren might have something more to add. 

This is a very important question. 
The CHAIRMAN. All right, doctor. 
Dr. -W-N. Yes, I was going to point out that, of course, the 

SIH IS particularly involved with research, but it is very deeply 
in the traming and, as I understand the original Heart Act, it strongly 
states this, so that I would agree thorough1 

If I may, I have just two brief additiona P 
with Dr. Chapman. 

The CHAIRMAN. Go right ahead. 
points. 

Dr. WARREN. The Heart Association has in addition reviewed the 
bill S. 597, I believe on medical libraries--- 

The CHAIRMAN. Yes. 
Dr. WARREN (continuing). And has voted to support it. We feel 

that it is a very important part of this package that we have talked 
about earlier today. 

Just a personal comment : In my position at Ohio State University, 
we have a r 

3 
‘onal program involving what we often call satellite 

hospitals in hio, something like the Albany 
earlier, and we found a great eagerness of hospita P 

rogram mentioned 
s to enter into this, 

and we feel it is very successful and it is a step in the direction that 
rre have been talking about. 

The CHAIRMAN. In other words, you pioneered in this field. 
Dr. WARREN. I think I reluctantly would have to say that Albany 

did some of these things first, and we have picked it up. 
The CHAIRMAN. The work you have done in a way has been some- 

what pioneering ; has it not 8 
Dr. WARREN. Yes i I think so. 
We have a very vital two-way radio program to staff physicians, I 

think it is something like 35 hospitals in Ohio, that once a week dis- 
cuss various medical diagnostic and treatment problems. 

The CHAIRMAN. Senator Yarborough. 
Senator YARBOROUGH. Dr. Chapman, you say : 
In essence, we believe the proposed bill should be so designed and administered 

as to encourage and assist our medical schools and their afflliated hospitals to 
espand and upgrade their clinical training programs. 

Now, I strongly support S. 595 and S. 597, and worked on the 
Health Professions Act and Nursing Act. But it seems to me this 
act has a somewhat different purpose. I will not take time to recite 
its purposes, but if you look at section 900, the purposes of this act 
affect the medical schools. But the purposes in no way imply that 
this law is more important. We need those programs, and we need to 
push them, and we are very conscious of the shortage of medical per- 
sonnel. We have had this over the years. We have had testimony on 
the number of doctors per 100,000 population, and all those shortages ; 
and it seems to me the main purpose of this act is to take the medical 
knowledge you have already accumulated in these research centers, in 
the big hospitals, and through thiskind of complex getthat knowledge 
down to the average practitioner, to the small hospital m a small town, 
everywhere. I am thinking of a typical city of 200,000 populatioq in 
my home State with five hospitals; one of those hospitals is a city- 



90 COMBATIZG HKART AND OTHER MAJOR DISEASES 

county hospital? one is a private hospital, very finely endowed by pri- 
vate &-ants, some are church-relutrd hospitals. 1 am not certain 
about their abr~ini~tr~~tion, but I doubt that there is close coordination 
among them 3s this bill contemplates in either the stroke or heart 
disease or cancer areas. 

Doc,tors, of course, know each other and refer patients and call in 
experts in the field: but. not to t,he extent t,his law contemplates. 

It see.ms to me this contemplates a diRerent kind of thing, which is 
to get to the qu:~ltum of knowledge you have now through this, that 
vi-as it, 1,800,000-word index. 

I am reminded that. the president of the En,cylopaedia Britannica 
told me in 1%~ that so ,great was the explosion of knowledge and 
learning in t,his countrv m the past two decade.s, they had to change 
10 million words out, of 3355 million words in the Encyclopaedia Bri- 
t.annic.n. Never in the history of mankind has there been such a rapid 
change of words in the language to explain the scientific and techno- 
logical life for the average man. 

So it seems to me wc have a little different purpose in this act, 
alt,hough the need is as great, for this medical educatio?, and we hope 
that, administrat.ively t,hey R-ill carry out what we legislatively have 
direct,ed that they do. 

I hope the Bureau of the Budget does not cut the money off after 
\I-e appropriate it,. That is one sore spot. around here. 

Dr. CIIAPMAZN. I understand it. This is the purpose of this bill, as 
we understand it, too. But what it would require us to do in terms of 
manpower-and this is the reason we put the emphasis where we have- 
we could not do at. t,he moment. For example, in our own State, if Dal- 
las or Woust,on undertook to set up consultative services for a large 
number of communit~v hospitals and satellite stations, %e would be very 
Lard put to supply &ese people at the moment. In fact, m-e could not 
do so. 

This is why we have felt that we should put t,he emphasis on clinical 
training at a higher level. It is at a level which we think has been 
somewhat neglected under previous arrangements; and this is why we 
have felt it, absolutely necessary to place this emphasis where we have. 

Senator P?ARBOROUGH. You and your association have certainly come 
forward with some stimulating recommendations here, and we con- 
gratulate you for having studied this bill. 

The CHAIRNAN. Snything else you gentlemen would like t,o add? 
Dr. WAF~REN. I might just add, as I have been sitting here, I am 

sure that probably over half of t.he advanced clinical training of 
specialists in heart disease, cancer, and stroke, must be supported 
through t.he NIH in one way or another. 

Now, as Dr. Chapman and you, Senator Yarborough, have alluded 
to, that much of this is research-oriented, and me have a sort of ap, 
no way available now for the support of a young doctor who has % ad 
his basic medical school internship training but wants to go on just 
to be a better heart specialist, a better cancer specialist, but not neces- 
sxrily an academician, a member of a research or full-time medical 
school team. There is a very sizable area of deficiency of available 
funds for training, and I would say personally that this would supply 
a very much neede,d help in this area. 

The CHAIRXAN. Very well. 
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Sena$or Y~LRBOROU~H. The young doctor faces generally, after years 

of medical school and internship, a financial crisis, for most families. 
Dr. WBREN. Most of them are married and have two or three 

dependents by this time and, as I saw in on6 of the magazines recently, 
most of them moonlight a little bit. 

Senator YAEBOROU~H. I read that article, too. It is a regrettable 
situation that there is not more financial support to permit those with 
those proven talents to devote their time to research. I agree with you. 

The CHAIRMAN. Is there anything you would like to add ? 
Mr. I)~!rrs. Mr. Chairman, there is just one personal word that I 

would hke to add here. I revert to some of the comments made. by 
Senator Kennedy of Massachusetts when he was attempting to oain a 
more precise idea as to the sums that m&y be required when thit goes 
into its second through fifth years of operation. 

Again personally endorsing the objectives of this act, and reverting 
to Dr. Chapman’s own testimony with regard to the wisdom of pilot. 
activities in this direction, with particular emphasis on training in or- 
der that the manpower may be produced for this larger thrust into the 
30 or more centers, it does seem to me that at the outset there could 
be greater thought given to the fiscal lim itations which may be re- 
quired in order to launch this program successfully on its way, and 
in order that there may be this precision of definition that I believe 
the bill resently lacks. 

The E HAIRMAN. Is there anything you would like to add, sir? 
Mr. FILLMAN. Unusual as it may be for a lawyer, I have nothing to 

add, Mr. Chairman. 
The CHAIRMAN. Well, they say the smart lawyer knows when he 

has won his case, and therefore he does not continue talking; is that 
right ? 

Mr. FILLMAN. That is right. 
The CHAIRBEAN. Gentlemen, you have certainly given splendid tes- 

timony. -We not only congratulate you but we express to you our deep 
appreciation. We want to thank you very, very much. 

(The material referred to previously follows :) 

APPENDIX I 
RECOMMENDED CHANGEB IN WORDING (S. 596) 

Page 2, line 15: the opportunity to be changed to read a more abusdant op- 
portunity. 

Page 6, line 4: to be changed to read: application therefore and as recom- 
mended bg the National Advisory Council and approved by the Surgeon General. 
[Insertion in italic.] 

Page 6, line 21 and 22 : Delete provide for the designation of and insert desig- 
nate. 

Page 7, line 1: Change to read : complex, which usually includes representa- 
tives of organizations. [Insertion ln italic.] 

Page 7, line 9: Change to read : with and as advised by the Council, etc. 
sertion in italic.] 

[In- 
(. 

Page 7, line 16 : Change to read : application therefore and as recommended 
by the National Advisor Coun& and approved by the Surgeon General, etc. 
[Insertion in italic.] 

Page 9, line 5 : Change the word may, to shall. 
retary, shall appoint, etc. 

To read : approval of the See- 

Action of the board of directors of the American Heart Association, January 
9.1965 : 

Voted : To endorse the objectives of the Report 
sion on Heart Disease, Cancer, and Stroke : 

of the President’s Corm&- 
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Further voted: To authorize the president, Carleton B. Chapman, LX.; 
to make whatever arrangements may be appropriate to prrsent constrx 
tive support and criticism regarding specific proposals to Congress and e 
ments of Federal units ; 

Further voted : That this action specifically includes authorization to xv01 
in closest cooperation with the American Cancer Society. 

The CHAIRMAN. Now, Dr. Murray Copeland, of Houston, Tex. 
Come around, Doctor. 
You are president of the American Cancer Society. 

Dr. Diehl with you ? 
Will you briq 

Doctor, you are associate director of the University of Texas XI. D 
Anderson Hospital & Tumor Institute; is that correct, sir? 

Dr. COPELAND. Yes, sir. 

of 
Senator YARBOROUGH. We are honored to have another president 
a Texas institution presented to the subcommittee. 

Dr. Copeland, we are proud of the fact that your work has been such 
that the specialists in your work over the Nation have elected you 
president of the American Cancer Society. 

The CHAIRMAN. Do&o:, we are happy to have you here and we are 
happy to have our old fnend-and when I use the word “old’? it hns 
nothing to do with age, but he has been a friend of the committ,ee for 
many years-Dr. Diehl with you. 
gentlemen here with us. 

We are glad to have both of you 

STATEMENT OF DR. MURRAY COPELAND, PRESIDENT, AMERICAM 
CANCER SOCIETY; ACCOMPANIED BY DR. HAROLD S. DIERL, 
SENIOR VICE PRXSIDENT FOR RESEARCH AND MEDICAL AF- 
FAIRS, AMERICAN C!ANCER SOCIETY 

Dr. COPELAND. Thank you, Senator Hill and Senator Yarborongh. 
I am pleased to be here to represent the American Cancer Society, 

the leading voluntary organization in this country dedicated to t,he 
control and eradication df cancer. I am also ass&i,zte director and 
general surgeon, Department of Surgery, of t.he Unirersit,v of Texas 
151. D. Anderson Hospital & Tumor Inst’itute of Houston, ‘l?ex. 

I am glad to have Dr. Diehl with me to answer appropriate questions 
which might arise. 

Because of the short prior notice relative to the opportunity to tes- 
tify, the officials of the American Cancer Society feel that, onlv a gen- 
eral statement can be offered at this time, without commenting in depth 
on some of the concerns which arise in the minds of some of us relative 
to certain facets of the proposed bill. 

At the first opportunity, sir, the proposed bill will be presented to 
a broader spectrum of the responsible membership of our socie.ty, and 
the consensus of opinion obtained from a study in depth can be given 
to the subcommittee, by written statement and Mr. Chairman we 
should like to do so. 

I should like to introduce at this time also ‘a ‘statement which was 
prepared and issued by the American Cancer Society adopted by the 
board of directors of the American Cancer Society on January 22,1965, 
without reading it except to say this, sir: That the American Cancer 
Society views t’he report of the President’s Commission on Heart Dis- 
ease, Cancer, and Stroke as an effective instrument in focusing atten- 
tion on goals in cancer control to which t.he American people, can 
rightly and sensibly aspire. The Commission has given the public a 
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thorough analysis of problems and bold suggestions for action, sir. 

The CHAIRMAN. We would be happy to have both statements appear 
in full in the record at this point. 

Dr. COPELAND. Thank you, sir. 
The CHAIRMAN. Thank you. 
(The prepared statement referred to follows :) 

PIUWABEDSTATEMENTOFTHE AMEBICANCANCEB Soomrx 
The American Cancer Society views the report of the President’s Commission 

on Heart Disease, Cancer, and Stroke as an effective instrument in focusing 
attention on goals in cancer control to which the American people can rightly 
and sensibly aspire. The Commission has given the public a thorough analysis 
of problems and bold suggestions for action. 

As general recommendations are being translated into legislative proposals, 
it will be necessary to have further expert consultation and advice in shaping 
specific policies and programs. The society has had many years’ experience in 
technioues of cancer control. Its committees of ohvsicians. scientists. and 
informed laymen will always be available to work-w&h those charged with the 
responsibility of implementing the Commission’s proposals. In this, as in other 
legislative matters affecting cancer control, the society will of course continue 
its long-established practice of providing expert testimony at congressional 
hearines and before administrative bodies and its advocacv of the nrincinle of 
governmental support in private institutions under private”contro1 ih this field. 

The board of directors feels that staff and volunteers should read and discuss 
the Commission report with care. Its sections on cancer give a striking picture 
of the seriousness of this disease and the importance of mounting a massive 
attack on it. 

If our country achieves the Commission’s major objectives of the best in 
diagnosis and treatment for all cancer patients, of more and better trained phy- 
sicians and scientists, of greater support for cancer research, will strengthen 
the cancer control movement to which the American Cancer Society is dedicated. 

The imaginative concept of the vastly increased attack with Government funds 
on cancer is largely focused in areas where the American Cancer Society has 
not had the funds to meet the needs it has long pointed out. The traditional 
program of the society as a voluntary opinion leader, as a public and profes- 
sional educator, as a catalyst in organizing services for cancer patients, and as 
a sponsor of research, will be even more vital to insure the full effect of this 
increased cancer control movement. 

As Federal funds increase, the greater the need will be for private funds. 
Such funds will be needed to assure that private institutions remain private 
and to meet the added burdens of increased medical care as more patients seek 
increased care stimulated by the President’s message on health. The need to 
organize people on a voluntary basis-for their own protection and to help 
others-will remain until cancer is finally brought under control. 

ADDITIQNAL STATEMENT BY MTJBEAY M. C%PELAND, M.D. 
After discussion with the Legislative Committee of the American Cancer 

Society, I am again expressing the general support of the objectives of the bill 
in intensifying and broadening the attack on cancer. This support is based upon 
the experience of the society in research, education, and service, and the avowed 
purpose of the bill not to interfere with the existing patterns, methods or financ- 
ing of professional practices of patient care. We would be opposed to the use of 
any of the funds for the payment of the cost of hospital, medical or other care 
of patients except incidental to research, training or demonstration, and we be- 
lieve that the emphasis on the private institution and practitioner must be main- 
tained in the future. 

We support the provision of the bill requiring some matching funds for con- 
struction grants as consistent with the established practice and the experience of 
the past, and to insure the support and participation of the private institution 
and nractitioner. 

There are already established over a thousand tumor clinics under the leader- 
ship of the American College of Surgeons, and there exists a wide distribution 
among private practitioners of significant and modern diagnosis and treatment 
in the cancer fleld. The development of the program envisioned by this bill must 

43-669-66-7 
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he careful to utilize these existing facilities and to enlist their cooperation am3 
support, because as the experience of the American Cancer Society has demon- 
strated, progress in the control of cancer can only be accomplished through the 
cooperation and support of the private practitioner and professional societies. 
Through experience and history we have learned that fast and accurate progress 
in the control of a serious disease can best be accomplished through the concen- 
tration of effort on the specific disease alone rather than through the “whole man 
approach.” For this reason we recommend that the inclusion of “other major 
diseases” in the title and purposes of this bill be deleted, and that the entire 
fund and administrative energies concerned now be concentrated upon heart 
disease, cancer, and stroke. 

The bill and program outlined under the recommendations of the President’s 
Commission sprang from the ongoing programs in the field of heart disease, 
cancer. and stroke so well develooed bv the National Institutes of Health. Within 
the framework of its councils are the men best qualified by experience, knowledge, 
and training to advise and shape the extension of the program into the Eelds of 
education and patient care included in the new concept of regional complexes. 
Most of the specialists consulted have indicated that this new program should 
rely heavily on the existing councils. We join in this opinion and recommend 
that at least six of the members of the new National Advisory Council on Medical 
Complexes be selected by the Surgeon General from the membership of the Ad- 
visory Councils of the National Institutes of Health. It is recommended that 
two each be selected from the Cancer Advisory Council, the Heart Advisory 
Council. and the Council on Neurological Diseases and Blindness, with knowl- 
edge in the Eeld of stroke. In this connection we would like to reemphasize the 
position of the American Cancer Society that the program of the National Cancer 
Institute is, and will continue to be, of vital importance, and that the support 
for that program must be enlarged. 

We believe the committee should recognize that specialized institutions referred 
to in this bill as categorical research centers, now in existence are performing 
much of the program which is envisioned in this bill and in the cancer Eeld have 
been the source of much of the strength of the present progress against cancer. 
We recommend, therefore, that in the language of the bill it be made clear 
that they can .furnish essential planning and administrative leadership in 
rezional comdexes. and that thev are furnishinz and should continue to furnish, 
the type of teaching and training of manpower which is particularly necessary 
for the successful functioning of the proposed complexes. There do exist areas in 
which such manpower can best be planned for through teaching institutions 
not directly affiliated with medical schools. For this reason we recommend that 
the definitions of the bill be broadened to make this concept clear bv amending 
section 902(b) defining medical centers to read as follows : 

“ (b) The term ‘medical center’ means a medical school or a specialized instltu- 
tion for post-graduate medical training and one or more hospitals affiliated 
therewith for teaching, research, and demonstration purposes.” 

We also feel that the local advisory council envisioned by the bill as a part of 
the planning and functioning of the Medical Complex is vitally important 
and its membership should be included in the application for its grant, and not 
be left to future creation after the grant. We also feel that the language nf the 
bill in section 903, subsection (b) (4) should include representatives of voluntary 
health agencies and professional societies which will be vitally concerned.in the 
pIanning and carrying out of the program, as well as representatives of organ- 
izations and institutions and members of the public. 

Dr. COPELAXD. It is interesting to note that in preparing proposals, 
the President’s Commission categorically identified the dimensions 
of the problems concerned with heart disease, cancer, and stroke; pin- 
pointed t.he national needs in attacking each of these disease processes, 
which accounted for ‘71 percent of the deaths of the country in 1963: 
examined the resource potential for combating these diseases and, 
finally, made recommendations designed *to bring together the best 
in categorical medical care and the best. 111 medical research, region 
by replon, across the country. 

Bs the general recommendations of the Preside.ru’s Commission are 
‘being t,ranslated into lccrislative proposals, the American Cancer 
Society, with its many years of experience in cancer control, welcomes 
the opportunity to work with those charged with the responsibility 
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of implementing the President’s proposals through S. 596, and its 
companion bill H.R. 3140. In this, as in other legislative matters af- 
fecting cancer control, the society will continue the long-established 
practice of 
and before a in 

roviding expert testimony at congressional hearings 
inistrative bodies, and will continue its advocacy of the 

principle of governmental support in private institutions under pri- 
vate control in this field. 

If our country achieves, through this proposed legislation, the ma- 
jor objectives of the best in diagnosis and treatment for all cancer 
patients; of more and better trained scientists; and of greater sup- 
port for cancer research, this will strengthen the cancer control move- 
ment to which the American Cancer Society is dedicated. 

It seems to us to be a corollary that all of organized medicine must be 
heavily involved, through the interested medical schools and associated 
hospitals; the categorical cancer hospitals and tumor institutes, many 
of which have university connections outside the medical schools; 
and appropriate community hospitals. 

The American Cancer Society feels that the proposed bill envisions 
a significant forward step in developing and coordinating new con- 
cepts in medical care for the victims of major diseases, but the bill, it 
seems to us, does not appear to provide for the careful correlation of 
the spectrum of activities cited in this new program with those of the 
National Institutes of Health. I believe Senator Yarborough has 
given an answer to this. The specifics sometimes does not necessarily 
encourage passage of legislation. The American Cancer Society 
hopes that any new legislation will strengthen the vitally important 
National Cancer Institute program, as well as the other established 
cancer hospital and tumor institute center programs. Examples of 
such institutes are : the Memorial Sloan-Kettering Cancer Center, New 
York City; the Roswell Park Memorial Institute, Buffalo, N.Y. ; the 
31. D. Anderson Hospital & Tumor Institute, Houston, Tex. ; the 
Children’s Cancer Research Foundation, Boston, Mass., and others. 

These institutions are making valuable contributions to cancer 
research, contributing to the care of cancer patients and to the grad- 
uate training of physicians in the highly specialized techniques of 
cancer treatment. 

Already, the cancer hospital and tumor institute centers, as well 
as individual interested medical school cancer programs, are func- 
tioning adequately for the purpose of becoming the heart of major 
medical facilities, as envisioned in the proposed bill. These on-going 
so-called medical complexes can be utilized immediately in shoring up 
cancer activities in community hospitals seeking such aid, thus mak- 
ing the best in modern medical care readily accessible to increasing 
numbers of people suffering from cancer. 

The categorical intent of the President’s Commission report seems 
clear to us, and we hope that the legislative act will incorporate the 
gigantic opportunitv 60 emphasize suitable specific approaches to con- 
quering the three major killers of men today ; namely, heart disease, 
ca.ncer, and st.roke, and not dilute the present legislation with explora- 
tions mto programs for other diseases until the parameters of the pres- 
ent recommended program are established and progress in the c.ontrol 
of the three great, killers is apparent. This is not t,o say that there 
comes a day t.he program m:ig be elaborated in many dire&ions. 

The definitions of “regional medical complexes,” “categorical re- 
search centers,” and “diagnostic and treatment stations” should be 
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carefully reexamined, to be sure that all currently, aclequate major 
medical facilities will be properly evaluated and utilized in the new 
program. For example, nonmedical school connec,ted, categorical 
hospital a.nd tumor institutes should be included as being at the heart 
of certain of the complexes. By this, sir, I refer to this diagram in 
which we have large letters “Medical School” at the top and “Patient 
Care” at the bottom. We should like to see cattgorical nonmedical 
school, connected institutes, cancer or heart institutes, and the like 
should they be available as the heart of the complex and have the ap- 
propriate authority to carry out the mission. 

The CHAIRMAN. Doctor, if you have that chart modified, we will be 
glad to put it in the record. You don’t have to do it now, furnish it 
to us at a later date. 

Dr. COPELAND. Yes, sir; thank you, sir. 
(The charts referred to above follow :) 

A NEGIGNALMEDIGAL COMPLEX COOAOINATES RESOURCES: 
t 1 b 1 

SELECTED UNIVERSITY CONNECTED 

MEDICAL SCHOOLS A;; categorical 
HOSPITAL and RESEARCH INSTITUTE 

CENTERS 

D - 

Q t3 
TEACHING AND AFFILIATED 

HOSPITALS 

1 PATIENT CARE 1 
I CLINICAL RESEARCH I 

TRAINING 
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Components of a Regional Complex 
I I 

I SELECTED UNlVERSlTVCONNECTEP 
and 

MEDICAL SCHOOLS or 
I I 

categorical 
HOSPITAL and RESEAIWI INSTITUTE 

CENTERS I 

BASIC 
and 

CLINICAL 
RESEARCH 
CENTERS 

TEACHING 
and 

AFFILIATED 
HOSPITALS 

DIAGNOSIS andTREATMENT 
STATIONS 

wnpr.f, 

Dr. COPELAND. The American Cancer Society wishes to place em- 
phasis on filling the need for additional trained personnel to carry out 
the research, educational, and service intent of the legislation., and 
hopes that the provision of such personnel will be given a top priority 
in the implementation of the program, and indeed we were pleased 
today to hear, I think, the very adequate discussion on these points. 

The proposal of grants for construction and initial equipment of 
new buildings; expansion, remodeling, and alteration of existing 
buildings is a forward-looking one, and deserves every consideration 
for those institutions demonstrating a real need for improved physical 
facilities to carry out the mission. We feel that the stewardshi 

B 
of 

this legislation is rightly placed within the Office of the Surgeon en- 
era1 and strongly recommend that the hands of his Office should not 
be tied by requiring the appointment of a council or commission out- 
side of the framework of the National Institutes of Health. 
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We suggest that enabling legislation could permit the appointment 
of an advisory body to the Surgeon General within the council 
mechanisms of the National Institutes of Health using the appropriate 
current advisory councils as adviser to this new council charged with 
specific res onsibilities of the new program. We also feel that the 
majority o the members of the proposed new council should be in- P 
dividuals who are outstanding in the study, diagnosis and treatment 
of heart disease, cancer, or stroke. 

We are hopeful, also, that the centers, stations and major medical 
facilities proposed in the bill will have important roles, not only in the 
treatment but also in the prevention of cancer; and much cancer can 
be prevented. Concerning this, the President’s Commission states : 

It seems apparent that the reduction of cigarette smoking offers great pas- 
sibilities for the prevention of illness, disability, and premature death in this 
country, with regard to both cancer and cardiovascular disease. 

This refers to the leading cause of cancer deaths in this country to- 
day. In fact, from the projections of my epidemiological sect,ion of 
the American Cancer Society, we are convinced that more than 50,000 
cancer deaths annually in the United States are attributable to ciga- 
rette smoking. 

The President’s Commission further states that : 
A network of smoking control clinics should be provided to assist those who 

desire to give up smoking. 
Clearly, the prevention of cancer is vastly preferable to even the best 

cancer diagnosis and treatment. We hope, therefore, that smoking 
control clinics, as well as other cancer prevention measures, will be 
an important responsibility of the proposed new program. 

As Federal funds increase, the greater will be the need for private 
funds. Such funds will be necessary to assure that private institu- 
tions remain private, and to meet the added burdens of increased 
medical care, as more patients seek increased care, stimulated by the 
President’s message on health. The need to organize people on a 
voluntary basis-for their own protection and to help others-will 
remain until cancer is finally brought under control. 

And, sir, I should like to repeat, in completing the statement, that 
if our country achieves through this proposed legislation the major 
objectives of the best in diagnosis and treatment of all cancer patients, 
of more and better trained scientists, and of greater support for cancer 
research, this will indeed strengthen the cancer control movement to 
which the American Cancer Society is dedicated. I thank you, sir. 

May I, Senator Hill, ask the privilege of turning this over to Dr. 
Diehl for any statement he might like to make, sir? 

The CHAIRMAN. Dr. Diehl, we would be happy to have you make 
any statement you think essential. 

Dr. D~HL. Thank you, Senator Hill. I collaborated with Dr. 
Copeland in the preparation of his statement so what I would have 
said is incorporated with his testimony. 

However, it oc,curs to me that I might make one or two additional 
points. One is to emphasize what Dr. Copeland has st.ated about 
the important role that specialized cancer institutes, which are referred 
to in this bill as categorical institutes, have made in cancer research, 
cancer education, and the care of cancer patients-a role that is rather 
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unique in cancer. There are few if any similar institutes in the field 
of heart disease. 

In his testimony, Dr. Copeland mentioned institutes of this type 
which have been pioneers and leaders in cancer research, training, and 
service. Such institutions can and should play a vitally important 
role in ,carrying out the purposes of this bill. In fact, these specialized 
centers could well be a major focus for the special training of physi- 
cians in the diagnosis and treatment of cancer. 

Another point that I would like to make is that cancer differs also 
from heart disease and stroke in another regard. That is that there 
-are physicians, internists mostly, who are essentially heart disease 
specialists, and neurologists, and rehabilitation specialists who are 
concerned with the field of stroke. 

On the other hand, several specialists are concerned with the di- 
agnosis and treatment of cancer. 
by the general 

Most cancer patients are cared for 
sur 

handled primarily 
eon, but cancers of the female genital tract are 

gY- the gynecologist; cancers of the blood system, 
like leukemia, are handled primarily by the int,ernist or the pediatri- 
cian, and so forth. In addition, other specialized individuals are in- 
volved in the treatment of patients with cancer. For example, radia- 
tion treatment by highly specialized radiotherapists and the adminis- 
tration of drugs by specialized chemotherapists are important in the 
treatment of many patients with cancer. 

One of the reasons that special cancer institutes and centers have 
developed is that they bring together teams of such specialists. 

These are a couple of points that I would emphasize as important 
considerations in the development of this program. 

The CHAIRMAN. Certainly you and Dr. Diehl have been most help- 
ful here this morning. 

Senator Yarborough Z 
Senator YARBOROUGH. It is a very helpful recommendation, Dr. 

Copeland, and I believe some of the first I have seen reducing to a prac- 
trcal level what to do about smoking. 

The Surgeon General has warned people; we have had all kinds of 
warnings. I heard last ni 
they have prohibited the a 5 

ht on a television broadcast that in England 
vertising of tobacco on television and radio 

and are considering prohibiting its advertising in newspapers in the 
immediate future. That becomes more difficult in America than Eng- 
land where they have the BBC, and have a completely Government- 
owned broadcasting system. But you recommend a network of smok- 
ing control clinics which should be provided to assist those who desire 
to give up smoking. 

I think we have a big problem before they reach the point that they 
,go to a clinic. 
of our smokers. 

I fear that you would have relatively a small percentage 
I think we would have some kind of nationwide shock 

treatment to the body politic as a whole over this danger. 
After the Surgeon General3 report, smoking went down, but the 

sales are now up to an alltime high. 
I think if every cigarette smoker would read two paragraphs out 

of your statement every morning-if we could induce hrm to do that- 
that would be more helpful than many other things I have heard 
suggested. 
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But you have a suggestion: You are in favor of doin 
The very existence of these clinics would have some bene f 

something. 

feel certain. 
cial effect, I 

Thank you for your appearance here and for patiently waiting. 
Thank you, Senator Hill, for a very hne hearing. 
The CHAIRIKAN. We have had an exceptionally fine hearing this 

morning, and certainly you gentlemen have contributed much to this 
hearing. We deeply appreciate your splendid statements here and the 
information and thou 
grateful to you. Tha nf; 

ht that you both brought with you. We are 
you very, very much. 

Dr. COPELAND. Thank you. 
The CHAIRMAN. The subcommittee will now stand in recess until to- 

morrow morning at 10 a.m. 
(Whereupon, at 1:30 p.m., the subcommittee recessed, to reconvene 

at 10 a.m., Wednesday, February 10,1965.) 
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COMBATING HEART DISEASE, CANCER,STROKE,AND 
OTHER MAJOR DISEASES 

WEDNESDAY, FEBRUARY 10, 1965 

U.S. SENATE, 
SUBCOMMITTEE ON HEALTH OF TEB 

COMMFITEE ON LABOR AND PUBLIC WELFARE, 
Washington, D.C. 

The subcommittee met, pursuant to recess, at lo:10 a.m., in room 
4232, New Senate Office Building, Senator Lister Hill (chairman of the 
subcommittee) presidin . 

Present : Senators If ill, Yarborough, Pell, Kenned of Massa- 
chusetts, and Javits, members of the subcommittee, and is enator Ken- 
ned 

d 
of New York, member of the full committee. 

ommittee staff members present : Stewart E. McClure, chief clerk; 
John S. Forsythe, general counsel; Robert W. Barclay, professional 
staff member; and Roy H. Millenson., minority clerk. 

The CHAIRMAN. The committee ml11 kindly come to order. 
Dr. DeBakey, we are very happy to have you and the other members 

of your committee here with you this morning, and I am going to ask 
you now to present the members of your committee, and then after that 
we will have a brief statement by Senator Kennedy, and then I will 
ask you to proceed in your own way if that is agreeable. 

Dr. DEBAHEY. Thank you, Mr. Chairman. 
Senator YAFUXOROUOH. Since Dr. DeBakey is a citizen of my own 

State of Texas I would like to have the privilege of presenting him 
to the committee. We are very proud of his discoveries in Texas in 
the treatment of heart disease and the successful techniques he has 
developed. I think it well to state at this point that some of those 
discoveries were made not with the support of all of his colleagues 
in the profession. He had to fight sometimes sin lehandedly as 
pioneers often do to break through the barriers of lac f of knowledge 
and bring new knowledge for the treatment of human illnesses. 

Doctor, we congratulate you not only for the great discovery that 
you have made but for the great persistence and drive t,hat. you showed 
in the face of great obstacles and even objections from your own 
profession in the work you had been doing until you actually brought 
these new techniques to a point of proven success and perfection. It is 
surprising to me how many peo le I hear around the world who know 
of your work. I have been a 9 ed about your work in Europe and 
have been asked about it in Israel. It is known all around this earth 
in medical circles and we are very proud you are a resident of our 
State. 

I am happy to welcome you here. 
101 
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The CHAIRMAN. If you will let me, Senator Yarborough, I cer- 
tainly join with you in all of the very fine and richly deserved things 
you have had to say about Dr. DeBakey. I have been privileged to 
know him for several years and I know of the work he has done and 
I am privileged to join you in this. I may say we have some very 
outstanding and distinguished members of the panel, and suppose you 
present them at this time, Doctor. 

STATEMENT OF DR. MICHAEL E. DeBAKEY, CHAIRMAN, PRESI- 
DENT’S COMMISSJON ‘ON HEART DISEASE, CANCER, AND STROKE 

Dr. DEBAEEY. Thank you very much, Senator Hill and Senator 
Yarborough, you are always gracious and kind. I am deeply appre- 
ciative of our kid remarks. 

Senator ill, we have here on the panel some of the key members of % 
the President’s Commission on Heart Disease, Cancer, and Stroke. I 
would like to introduce them. 

On m left here is Dr. Sidney Farber, who was not only a member 
of our ommission but who was the Chairman of the Subcommittee d 
on Cancer of our Commission. 

On my right, Dr. Irving Wright, who is the Chairman on the Sub- 
committee on Heart Disease of our Commission. 

Dr. John Stirling Meyer, sitting on his ri ht, who is one of the 
distinguished neurologists of this country, in eed of the world, not 3 
only a member of our Commission but also Chairman of the Subcom- 
mittee on Stroke. 

Next to him is Dr. Howard A. Rusk, who, of course, is known 
throughout the world for his pioneering work in rehabilitation, was 
Chairman of our Subcommittee on Rehabilitation of the President’s 
Commission. 

These men are here with me to testify before your subcommittee 
on S. 596. We are delighted to have this opportunity and we are 
very grateful to have you allow us to speak on behalf of this bill. 

The CHAJRMAN. Dr. DeBakey, I may say we are not only happy to 
have you but we are ve 

% 
much honored that you are here. 

Senator Kennedy, I elieve you have a statement you would like to 
make at this time. 

Senator KENNEDY of Massachusetts. Yes; I have. 
I, first of all, would like to extend my very ood wishes to Dr. 

Farber, who is one of the really leading citizens o Massachusetts., not P 
only in the medical field but because of his very active interest m so 
many other public service fields. 

As this subcotmmittee well knows, he is the scientific director of the 
Children’s Research Hospital in Boston. This hospital was the first 
institution in the world devoted to cancer in children. It was the 
pioneer in the chemical control of cancer. I feel that this subcom- 
mittee is particularly fortunate to have his participation, and the 
wealth of experience that he has brought to this problem. 

Mr. Chairman, with your permission and with the permission of 
the subcommittee, I would like to read a short statement on my views 
on this bill. 

The CHAIRMAN. You go right ahead, Senator. 
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Senator KENNEDY of Massachusetts. With your permission I 

would like to express my support for S. 596 and particularly compli- 
ment the chairman on the development of this legislation and the 
excellent hearings which he has been conducting here. I know some- 
thing of the needs and the problems to which this lecrislation is di- 
rected. I have watched the magnificent work of Dr. garber and the 
Jimmy Fund in Boston in the research and treatment of cancer in 
children. We, in Massachusetts, have a special pride in Gilis Children’s 
Cancer Research Foundation, as it is formally called, because it was 
developed through the voluntary contributions of many thousands of 
people and because it was the first institution of its kind devoted 
specially to childhood cancer problems and research. It is also a 
pioneer in the chemical control of cancer, and I believe that the opera- 
tions of this foundation will serve as an excellent protot.ype of the 
regional cancer centers contemplated by this bill. 

As cancer crusade chairman in Massachusetts 4 years ago, I had 
the opportunity to observe the suffering and disillusionment created 
by this terrible disease, but more, I saw what success could be achieved 
through early diagnosis and treatment, and by the use of the latest 
techniques. This is the point of this legislation. We must bring the 
latest in detection and treatment methods and equipment out to tho 
people. What we can learn, and will continue to learn, in Boston, 
we can share with other regions whose research and treatment have 
not developed as far. 

The problem of heart disease and stroke lend themselves to the 
regional complex approach. Time is of the essence in a majority of 
cases, and immediate skillful treatment is often the difference between 
life and death. The. therapy and rehabilitation following the heart 
attack or stroke, both medical and psychological2 is crucial. I have 
seen personally the progress that can be accomplished in this area of 
treatment. This progress must be made available to as many serious 
cases as we can reach, and the research must be accelerated to find ways 
to arrest these diseases long before they become a problem. 

We are grateful to Dr. Rusk, who is here today, and who has been 
so helpful m his excellent work with my father. I am sure that Dr. 
Rusk appreciates the importance of this legislation in connection with 
the rehabilitation of patients. 

The regional approach to the diagnosis and t.reatment, provided by 
this bill, will give us a broad study of the many variations of heart 
problems.. The increasing excellence of computers and other elec- 
tronm equipment will give our researchers a major lift in analyzing 
these problems, recommending the treatment, and setting the course 
toward new research. 

With these regional medical centers and diagnostic and treatment 
stations wired into our medical university complexes, we can convey 
basic information over thousands of miles to experts in Boston, and 
m other large cities, and special treatment can be immediately recom- 
mended. This is one of the great advantages to a coordinated re- 
gional network of medical diagnostic and treatment centers. Modern 
electronics, much of which has pioneered in my State, has moved 
rapidly and effectively into the field of medicine. It has eliminated 
much of-the guesswork and trial and error of diagnosis and therapy. 

By brmgmg the latest in electronic and other medical equipment 
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3 
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out to regionally spaced medical centers, we will save many more 
contribute immeasurably to the human security of our commul 
and gain giant strides in coordinating information and research 

I know something of the need for re ional medical centers i 
area of Massachusetts and New Englan % . We are very fortun: 
having Harvard, MIT, Boston University, and the many wont 
hospitals in Boston. 

It is the type of center we must build throughout many other 
in this country. We must use ever available medical facilit 
have, including existing veterans’, mi P itary and Public Health SC 
hospitals, and we must coordinate these facilities through elect 
devices, through cooperative staffing, through the dissemination c 
latest mformation, and through a continuing process of corn 
tion and improved maintenance. 

Last week, on the Senate floor, Mr. Chairman, I called for a reg 
economic development program for New England. I recommenc 
thorough review of this region’s hospital and medical facilities 
services, with a view toward providing the latest in psychiatric, I 
cal, and sur 
hospitals be % 

ical care, diagnostic, and special treatment units, 
s, including nursing care units, for every sectia 

area. The developing fast access road system in southern New 
land, and an improved and expanded road system in northern 
England can provide for a reasonable spacing of these medical ce 
to accommodate broader regions of people. 

In Massachusetts there are a number of areas outside the M 
politan Boston complex which are in substantial need of a regj 
medical complex. Some of these concern Cape Cod, the Berksl 
the northeastern, western, and southeastern sections of the State. 
objective in a New England regional program would be to encou 
the development of these centers through the greater allocation of 5 
and Federal assistance and planning. 

With this legislation, we are particularly concerned with our t 
most serious diseases, and here we are correct in emphasizing an at 
on these problems, as a first step. I am hopeful that, as time gee: 
we can accelerate this program measurably into many other ill 
areas. I feel that we are embarking here on one of the most vital 
progressive approaches in medical treatment and science ever 
tempted. We must do everything we can to make it work. We mu! 
particularly mindful of the fact that our medical demands are incr 
mg substantially, and with the increase in hospital and medical 
grams more people, who need treatment will seek it out, and dem 
it. It is our responsibility to a healthy and secure America, to 
that this medical service is provided to all of our citizens. 

The CHAIRMAN. Thank you, Senator. Sena.tor Robert Kenne 
Senator KENNEDY of New York. Thank you, Mr. Chairman, I 

want to welcome Dr. Rusk, Dr. Wright, and Mr. Folsom to this I 
committee and introduce them. 
York is ver 

They are three citizens of whom I 
As Sen: 

Kennedy o I 
proud and I think the country is very proud. 
Massachusetts said, we owe a particular debt to Dr. R 

who has worked with the family for a long period of time but I war 
to come before the subcommittee and particularly welcome these tl 
very eminent and prominent citizens of my State. I know that 
members of the Panel have contributed tremendously to the health 
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well-being of our country, but I wanted to particularly point out the 
citizens from my State of New York. Thank you. 

(The statement of Senator Kennedy of New York follows :) 

STATEMENT OF HON. ROBERT F. KENNEDY,A U.S.SENATORFROM 
THE STATE (OF MRW YORK 

Mr. KENNEDY of New York. Mr. Chairman, I would like to address 
a brief statement to the subcommittee concerning my interest in this 
bill., S. 596 designed to combat heart disease, cancer, stroke, and other 
major diseases. The deliberations of the Subcommittee on Health are 
of concern to all citizens of the country, for when 71 percent of all 
deaths in the Nation are caused by the diseases under discussion, 
almost no family evades their scourge. Citizens of New York must 
be additionally concerned because of the particularly high incidence 
of death from heart disease on the east coast revealed in the statistics 
presented by the President’s Commission. Yet all statistics inade- 
quately describe the personal tragedy suffered by those individuals 
afllicted b 

1 
the diseases. 

As so e oquently 
sonal losses 

indicated in the Commission’s report, these per- 

were solely fl 
erhaps might be more philosophically acceptable if they 
iseases of old age. But the facts presented by the Com- 

mission show that this is not the case. For example : 

in 
More than 128,000 of the 285,000 people who died from cancer 
1963 were under 65. 
More than 25,000 of the people who died from cancer in 1963 

were under 45. 
Cancer is either the first or second largest killer of children 

between 1 and 14. 
Stroke is the fifth lar 
Of the deaths caused f? 

st killer of people under 65. 

ple under 65. 
y heart disease 28 percent occurs to peo- 

The high incidence of these diseases, 
young means that we are losing peop e who may not have reached P 

articularly cancer, among the 

their most productive periods of activity or are being struck down 
in the prime of their lives. For these individuals, as well as for the 
many individuals reaching the period of their lives when they can 
enjoy the fruits of retirement, we owe a full-scale attack on these 
outriders of the four horsemen of Apocalypse-heart disease, cancer, 
and stroke. 

The re 
search IS % 

art. on the Commission indicates clearly that medical re- 
egmning to provide some of the answers to the mysteries 

of these illnesses. We are now able to effect cures that would have 
been impossible just a few years ago. 
ments in surgery and medicine include : 

Some of the recent develop- 

Drugs to relieve hypertension related to heart disease. 
Direct heart surgery to repair damage or defects. 
New techniques for the early detection of uterine cancer. 
Chemotherapy for the treatment of cancer. 
Early detection of the symptoms of stroke. 
New rehabilitative techniques for stroke victims. 

These developments offer hope to those who are able to receive the 
proper diagnosis and treatment from physicians who are aware of 
these recent medical developments. 
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Implementation of the recommendations in t.he Commission’s re- 
port concerning further research will undoubtedly lead to the develop- 
ment of new techniques and treatments. These developments will. 
offer hope to those who face death from these diseases under the pres- 
ent stages of medical knowledge. We must not only continue the 
support of medical research that has been so ably initiated by the 
distinguished chairman of ,this subcommittee, Senator Hill, but we 
must also increase our support in those areas that the committee has 
recommended. 

However, as I understand it, the three recommendations of the 
Commission that are embraced in S. 596 are designed primarily to 
brid e the gap between the fund of research knowledge that we have 
deve oped on heart disease, cancer,. and stroke and the patient of the f 
average practitioner who would hke to receive the benefits of that 
research tomorrow. 

These recommendations provide for- 
1. Regional centers concerned with either heart disease, cancer, 

or stroke, conducting clinical investigation, teaching local prac- 
titioners, and patient care. 

2. A national network of diagnostic and treatment stations 
aimed at bringing the highest medical skills within the reach of 
every citizen. 

3. Medical complexes based on university medical schools where 
advanced medical equipment, teaching, and the school’s research 
activities would be avallable to doctors affiliated with the regional 
centers and the diagnostic and treatment stations. 

The report of the Commission indicates that the regional centers 
and the diagnostic and treatment centers are “oriented toward high- 
equality services in connection with a specific disease (which) will 
greatly increase the accessibility of the best in medical practices across 
the Nation.” The establishment of medical complexes would enable 
existing medical centers to expand their existing resources to aid in the 
creation of the regional centers and stations. As I understand it, the 
regional centers, the stations, and the medical complexes to be created 
under the provisions of S. 596 will bring to the average practitioner 
the latest information from our medical research efforts and better 
prepre him tb aid the citizen suffering from one of these diseases. 
The results of such a union of medical knowledge and everyday medi- 
cal practice can produce dramatic eff e&s on the vital statistics of death. 
This union has the potential to significantly lengthen the lives of many 
Americans alive today. I can assure you that the citizens of New 
York are interested in S. 596 because it affects them directly. 

I think it is important that the purposes of S. 596 be made clear, for 
although the bill authorizes a sum of $50 million for fiscal year 1966, 
the Commission’s report recommends a total of $1,580 million for the 
purposes I have described during the next 5 years, broken down an- 
nually as follows: 

M<lliO?N 

Fis& year 1966_________________--__-----------_-----_------------- $149.25 
Fiscal year 1987-------------------------------------------------- 230.S5 
Fiscal year 1968-------------------------------------------------- 354.025 
Fiscal year 1989-------------------------------------------------- 406.660 
Fiscal year 1970-------------------------------------------------- 439.45 
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A program of this size is a major ste in making the benefits of 

medical knowledge available to all. I be ieve that there is some con- T 
fusion about the purposes of S. 596, as to whether it is designed pri- 
marily to place an emphasis on bridgin 
medical service or whether it is primari P 

the gap between research and 
y designed to further research 

on heart disease, cancer, and stroke. I know the Subcommittee on 
Health will remove this confusion during the course of these hearings. 

The CHAIRMAN. We are happy to have you here, Senator. 
I may say, I have a telegram here from General Sarnoff which I 

shall read into the record : 
I regret very much that previous important engagements involving a number 

of people prevent me from accepting your invitation to appear before your 
committee on Wednesday morning, February 10. As you know I was a member 
of the President’s Commission on Heart Disease, Cancer, and Stroke and par- 
ticipated in its deliberations and in the preparation of its report to the Presi- 
dent. As one of the laymen on the Commission I was deeply impressed with the 
careful analysis of the problems involved and the recommendations developed 
by the professional and skilled medical members of the Commission. 

I strongly endorse the proposals in that report for a national effort to conquer 
the dread diseases of heart attack, cancer, and stroke, and to make existing 
medical knowledge and skills more widely available to its victims. While the 
value of good health and productive life cannot be measured in dollars, it is 
nevertheless clear that a substantial reduction in the destructive effects of these 
diseases will save much more than the cost of the recommended program and, 
therefore, will contribute to the economy as well as the health of our Nation. 

DAVID SARNOFF. 

Now, Dr. DeBakey, we will be happy to have you proceed, sir. 
Dr. DEBAKEY. Thank you, Senator Hill. 
The CHAIRMAN. May I say that since we started, our good friend 

and very distinguished member of our committee, the Honorable 
Marion Folsom has come in and he has been with us many times in 
the past and has always been tremendously helpful. He was most out- 
standing as a Secretary of Health, Education, and Welfare and we are 
happy to have him here today. 

STATEMERY OF DR. M ICHAEL E. DeRAKEY-Resumed 

Dr. DEBAKEY. Senator Hill, let me say, too, that we of t,he panel 
here are delighted he is with us today, and want to express our grateful 
appreciation to him as a member of the Commision, the President’s I Commission, because he brought to the President’s Commission not 1 only his wisdom but a wealth of experience in matters relating par- 

i ticularly to the health of this Nation. 
I would like to speak in support of this bill along wit.h my associates 

here on the panel, Senator Hill, based upon the studies of the Presi- 
dent’s Commission embodied in its report to t.he President. 

When the President first met the Commission after establishing the 
Commission he told the Commission among other things that two- 
thirds of all Americans would either die or suffer from these three 
dread diseases, cancer, heart disease, and stroke, and unless we do some- 
thing about it, this would continue or even mcrease based upon the 
evidence we had available to us. 

He said to the Commission, “I expect you to do something about it.” 
The Commission accepted this challenge, regarded it as of the ut- 

most seriousness and immediately went to work to try to find out what 
could be done about it. The results of its study are embodied in its 
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report. The Commission had about 9 months to make an intensive 
study of these matters. It divided itself up in a number of subcom- 
mittees, the chairman of some of these subcommittees are here on this 
panel and will speak a little later about their findings. 

There were 166 experts brought to the Commission’s hearings, 
45 such were held, over 7,500 pages of testimony prepared involving 
literally millions of words of testimony, data collected and analyzed 
some of which has never been available reviously. 

On the basis of these intensive studies uring this g-month period if 
the Commission made a number of specific recommendations, indeed, 
there were 35 specific recommendations, which the Commission be- 
lieved with deep conviction would make a real impact upon ways 
and means of reducing these diseases and perhaps ultimately con- 
quering them. 

Some of these recommendations, and particularly the most impor- 
tant innovative aspects of these recommendations are embodied in 
S. 596 and it is for this reason we are here t? testify in support of 
S. 596 because it is concerned with the establishment of regional cen- 
ters and complexes. 

In our report to the President on this particular problem we indi- 
cated that this should be projected over a 5- ear period, that the plans 
for the establishment of these centers woul take a certain amount of iI 
time to develop, and to produce a truly national network as we en- 
visioned the establishment of these centers in their efforts, in the effort 
to make a real impact upon these diseases. 

This group of recommendations embodied in this bill projected the 
establishment of a national network of regional heart disease, cancer, 
and stroke centers for clinical investigation, teaching, and patient 
care in universities, hospitals, and other institutions across the, coun- 
try. We made certain projections for the number of centers for each 
year, and indicated the estimated cost of these centers over the Arst 
year would be $8’7.5 million and a total of $841.7 million for the devel- 
opment of 60 such centers over a 5-year period. These were the pro- 
jections that we made on the estimate that we had based upon the best 
information we obtained from the best experts in the country on all 
aspects of this problem. 

I believe, Senator Hill, that this Commission made, p&haps, the 
most exhaustive survey of this subject that has ever been made. Cer- 
tainly it was able to collect data that was never available before and 
was able to get the consensus of the most knowledgeable people and 
the most knowledgeable organizations concerned with these problems, 
such as the American Heart Association and American Cancer So- 
ciety and similar health organizations, as well as leading proponents 
in these fields. 

Now, each of the subcommittee chairmen of these key recommenda- 
tions embodied in this bill are here, along with Mr. Folsom and I 
should like to call upon them to testify particularly in rega,rd to the 
material which they have available and the information they have in 
support of this. 

Incidentally, I might call at.tention to the fact that the Commission 
prepared its report in. two volumes. The first volume embodied the 
total set of recommendations, and the recommendations regarding 
the regional network are of course in that volume, 
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The second volume which will soon appear is a much more volumi- 

nous volume. It provides the documentation in support of the recom- 
mendations and I have here before me the preprints to give you some 
idea of the total documentation that will be available in the second 
volume which provide, I think convincing support for these recom- 
mendations. 

of 
May I now call upon Dr. Sidney Farber, who was the Chairman 
our Subcommittee on Cancer and who headed that Subcommittee 

in all of its deliberations and provided a report from that Subcom- 
mittee which underlies the recommendations in the Commission’s 
report. 

The CHAIRMAN. Dr. Farber. 

STATEMENTOFDR.SIDNEYFARBER,CHAIRMAN,SUBCOMMITTEE 
ON CANCER 

Dr. FARBER. Mr. Chairman, it is a great privilege as well as a 
pleasure to appear before you today. I want to thank Senator Ken- 
nedy of Massachusetts for his kind words, and say here how happy 
I am as a citizen of Massachusetts to see him a member of this impor- 
tant subcommittee concerned with health, and how well remembered 
he is in Massachusetts for the great leadership he gave the crusade for 
cancer just 4 years ago. 

The Subcommittee on Cancer had in its membership Dr. R. Lee 
Clark, the director of the M. D. Anderson Cancer Hospital in Texas, 
Senator Yarborough, whom you know ver well. 

Senator YARBOROUGH. Yes, I know Dr. lark ve F well. He comes 
from a third or fourth generation of educators in !i! exas. His ances- 
tors and immediate relatives include people who have founded uni- 
versities, which have grown into great universities and they also 
include college presidents in our State. He is another distinguished 
member of one of the most distinguished families the Southwest has 
ever been graced by. He has done very fine work in the Anderson 
Tumor Clinic at Houston. You are familiar with its work, I know, 
from your great knowledge of cancer in America. 

Dr. FARBER. He gave us authoritative help throughout all of our 
deliberations as did all of our Subcommittee, Dr. Frank Horsfall, 
president, Sloan-Kettering Institute, part of the Memorial Institution 
of New York, Dr. Charles Mayo of the Mayo Clini:, Dr. Jane Wright, 
one of the professors of New York University and m charge of cancer 
chemotherapy in her service. There were also several very knowledge- 
able and dedicated lay people ; Gen. David Sarnoff was a member of 
this subcommittee; Mrs. Florence Mahoney, who is well known for her 
tremendous contributions to medical research and health ; Mr. John 
Carter, the distinguished editor and Mr. Emerson Foote, who has 
concerned himself deeply with matters of health and medical research 
for many ears. 

This su committee made recommendations, Mr. Chairman, and % 
gentlemen of the subcommittee, which are embodied in the report of 
the Commission in part I, and now in part II to which Dr. DeBakey 
made reference. It is my privilege in representing this portion of the 
Commission to give hearty endorsement to this report and to present 
its recommendations as printed to the subcommittee. 
into detail about them. 

I will not go 

43-639-65-S 
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I should say at once that the report of this subcommittee, as indeed 
the report of the entire Commission, would not have been possible with- 
out the support which the Congress through the Appropriations Com- 
mittees of the Senate and House has given to the programs of medi- 
cal research and health in general for many, many years. Your dis- 
tinguished leadership, Mr. Chairman, has made its impact upon the 
course of medical research in this country, and has been responsible 
for the great growth of the National Institutes of Health. These re- 
search programs in the National Institutes of Health and in other 
governmental agencies which carry on medical research and give sup- 
port have made possible the acquisition of new knowledge and the pool- 
ing of knowledge in a manner which was never possible before. On 
the basis of these great contributions of the National Institutes of 
Health and the other governmental agencies concerned with research 
in the Public Health Service and outside the Public Health Service, 
we are in a position to make recommendations which otherwise would 
not be possible. 

In the main the recommendations as described in the bill which you 
have proposed, are those which we are supporting today. There will 
be opportunity, we understand, for other portions of the Commission 
report to be considered later. 

Specifically we are recommending in cancer the creation or expan- 
sion of 20 cancer regional centers as part of medical complexes or asso- 
ciated with either medical schools, universities, specialized cancer insti- 
tutions, or research hospitals all brought together, pooling their ener- 
gies, their knowledge, their resources to do something which we have 
never been able to do before. Implicit in this recommendation is also 
the creation of 200 stations for cancer which will be connected with 
these regional centers. 

The purpose of all of this is very clear. What we want to do is, 
first of all, make available all of the knowledge concerning cancer 
which is available in those institutions which are carrying on the 
greatest amount of research and which are giving to patients every- 
thing that research can bring at the present time. This is not today 
the case for all patients. The figure of 300,000 Americans who will 
die of cancer this year is well known to you. This represents a figure 
which would be very much greater if not for the great advances in 
medicine and in surgery and laboratory sciences of the last 20 to 25 
years, but the figure is still too high because we are saving only one out 
of three patients with cancer. Thirty years ago we were saving one 
out of five. So, we are doing much better. 

I would give a conservative estimate which represents the thinking 
of our panel on cancer, that if these regional centers were operating 
today, we would be able to save 100,000 Americans who are going to 
die of cancer this year. This figure is based upon the certainty that 
such a Regional Cancer Center network throughout the country would 
make 

r 
ssible far earlier diagnosis, more effective utilization of the 

metho s of proved value available today, and the application of new 
know~ledge from the researGh laboratories without delay. I want to 
emphasize that this is not possible today because of the lack of re- 
sources to make this Regional Cancer Center network possible. 

The purpose of these Regional Cancer Centers is to bring this knowl- 
edge in diagnosis, treatment, and research to the assistance of every 
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doctor in the country who has a patient with cancer. This program 
1s created to assist the doctor in the care of his patient by bringing 
resources and manpower and equipment and in knowledge which are 
not presently available in usable form to every doctor in the country. 

These Regional Cancer Centers will have all of the specialists who 
are necessary to give the finest care to every patient with cancer. 
will be centers of both clinical and basic research. 

They 
In addition these 

,centers will act as training grounds for young men and women’in the 
various specialties of cancer care and treatment and various aspects 
,of medicine, surgery, and laboratory science necessary for both for pa- 
tient care as well as progress leading to the discovery of the causes of 
.cancer and new methods of diagnosis and treatment. 

And finally, these centers will set up a, communication system 
through stations which will be situated in university hospitals or com- 
munity hospitals of 300 beds or so in strategic parts of the country. 
Through these hospital stations the doctor will be in constant touch 
with the centers. 

Senator Hill will recall for a number of years, when I have had 
the privilege of appearing before his Appropriations Committee I 
-have made this recommendation of setting up of institutions which 
would have the same kind of organizational pattern and power as that 
in the splendid National Cancer Institute m Bethesda but in inde- 
pendent institutions throughout the country. 

I thmk that, Mr. Chairman, I shall not carry this any further at this 
time. 

The total cost for over a &year period is put in our Commission 
‘booklet for the stations as some $600 million for the centers and for the 
stations $225 million. This would be a gradual buildup as the $- 
sources of the country can be mobilized for this purpose, as institutions 
are prepared to take the challenge of this great opportunity. After 
these are established and well established, I think that we can look 
forward to what we may regard in very conservative language as the 
begmnmg of a new era, of a new era in the treatment of human beings 
with cancer m this country. 

With the chairman’s permission I take this opportunity to define 
t.he terms used in more detail. 

1: The Regional Cancer Center can be a part of a medical complex 
,or it can be an independent institution associated with a medical 
school, a universit,y, or an already existing cancer institute or hospital- 
research institute cancer complex. Close association with existing 
medical resources in all other fields of medicine is desirable. This can 
be through a university, or through a medical school, or by assoc.iat.ion 
with a number of institutions concerned with research, teaching and 
training, demonstration and care of the patient. Experience both 
abroad. and in this country has demonstrated how effectively t,he many 
dlsciphnes and approaches to the cancer problem can be brought to- 
gether in a cancer Institute, or in a cancer hospital and research insti- 
tute combmation. Such organizations bring together in one location 
all the skills;.knowledge?,and techniques of medicine, surgery and the 
laboratory sciences required for the solution of the many problems of 

,cancer. Such resources make possible the optimal care of the patient 
with cancer. 
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The Regional Cancer Center would be an expansion of this cancer 
institute development, such as is seen in the M. D. Anderson Hospital 
and Cancer Research Institute in Houston, the Memorial Sloan-Ket- 
tering Cancer Hospital and Institute in New York, the Roswell Park 
Cancer Hospital and Institute in Buffalo. These are the largest in 
the country. There are more than 15 others which may be.deynbed 
in terms of varying degrees of completeness as cancer. mstltutes, 
including the Children’s Cancer Research Foundatron m Boston, 
which is devoted primarily to research and care in the field of leuke- 
mia and other forms of cancer in children. 

The Regional Cancer Center would represent. an expansion of this 
type of hospital-research institute by strengthenmg the basic research, 
the preclinical research, and the clinical investigation already present 
to a strong degree in a few cancer institutes in the country, and by pro- 
viding both more adequate facilities and more stable support for the 
care of patients who are under clinical investigation. while receiving 
optimal treatment and who make possible the trammg of scientists 
and cancer specialists and demonstrations of the optimal forms of 
treatment. The expansion which the center would provide will include, 
in addition, provisions for consultation with the 200 cancer stations, 
and through them the community hospitals, and through them the 
doctor in practice. New methods of commumcation will be possible by 
special support in such centers. The centers will assume the obligation 
of being available to any doctor in the country at any hour of the day 
or night for consultation, diagnosis, and treatment. Such cancer 
research centers accept as their goal and function the mobilization of 
total resources of science and medicine for the benefit of patients with 
cancer now alive and for the eradication of the many problems of 
cancer. 

These cancer research centers may be in parts of the country where 
there is no intimate connection with universities or medical schools, 
folIowing patterns already established in the relationship of medical 
institutions to one another. Special arrangements can be made to uti- 
lize the existing strength of universities, medical schools, and special- 
ized cancer institutions for the staffing of these centers, for the training 
of students, scientists, and doctors m the many fields of science and 
medicine applied to cancer, and for the pooling of knovvledge. 

In the case of cancer, the existing Cancer Institutes have already 
proved the certain of success of an expansion into Regional Cancer 
Centers with even more meaningful connections and associations with 
universities, medical schools, and other medical institutions. 

2. The diagnostic and treatment cancer stations will be located either 
in university hospitals, or in community hospitals with 300 beds or 
more, which either have or will develop cancer registries. Wherever 
there is a community need not yet met, special consideration should be 
given to the development of stations so that patients will not have to 
travel too far from their own communities. The stations will be pro- 
vided with additional staff required to provide the best in diagnostic 
services available today, and also to provide the expert care of the 
patient with cancer. Doctors who are expert in radiology, radio- 
therapy, chemotherapy, special diagnostic techniques, and the various 
branches of surgery which bear on cancer will be available. The cancer 
stat.ions will be in constant contact with the Regional Cancer Centers 
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and will, in turn? be in communication with community hospitals and 
with the doctors m practice. The stations, therefore, will serve as part 
of a network of facilities available for the programs of clinical investi- 
gation carried out with other Regional Cancer Centers. 

The special knowledge of biostatisticians and epidemiologists in the 
centers, and the availability of computer facilities in such centers will 
make possible the creation of experimental designs for clinical investi- 
gation as well as the storage, 
entire networks stem. 

retrieval, and analysis of data for the 

Thank you, as r. Chairman. 
The CHAJXMAN. Thank van. 
Dr. DEBAKEY. Thank y&,-Dr. Farber. 
Senator Hill, I would now like to ask Mr. Folsom if he would make 

his remarks now because I understand he has another appointment a 
little later. 

As I indicated earlier, Mr. Folsom brought to the Commission a 
great deal of wisdom and experience in dealing with these matters 
and he was of tremendous value and support to the Commission’s 
deliberations. 

STATENENT OF MARION B. FOLSOM, DIRECTOR, EASTMAN 
KODAK CO. 

Mr. FOLSOM. Thank you. Mr. Chairman, it is a great pleasure for 
me to appear before your subcommittee again. I recall the cordial 
relations which I had with you, Senator, while I was Secretary, and 
also with your committee. 

It is my privilege to serve on the President’s Commission and also 
on its Manpower Subcommittee. I have a prepared statement which I 
will file but I would like to make my remarks orally. 

The CHAIRMAN. All right. 
Mr. Secretary, we will have your prepared statement appear in full 

in the record at this point and you may make any further statement 
you see fit, sir. 

(The prepared statement of Mr. Folsom follows :) 
STATEMENT OF MARION B. FOLSOM, DIRECTOR, EASTMAN KODAK Co FORMERLY 

SECRETABY OF HEALTH, EDUCATION, AND ~ImUx&-1~55--5~ 
It is a great pleasure for me to appear before your committee again and to 

discuss this bill designed to carry out some of the recommendations of the 
President’s Commission on Heart Disease, Cancer, and Stroke. It was my 
privilege to serve on this Commission and on its Manpower Subcommittee. 

The two recommendations relating to this bill read as follows: 
“The Commission recommends that a broad and flexible program of grant 

support be undertaken to stimulate the formation of medical complexes whereby 
university medical schools, hospitals, and other health care and research agencies 
and institutions work in concert. 

“The Commission recommends a special program of incentive grants to com- 
munities to stimulate the development of a system for the planning and coordi- 
nation of health activities.” 

The following escerpt from the Commission’s report indicates the need for 
better planning and coordination of health facilities and services in local 
communities- 

“Manpower and facilities for the delivery of topquality health care are in 
short supply in v.irtually.every community. 
2 Erzurces is imperative. 

Therefore, the efficient use of exist- 
Yet in many communities the reverse is actually 

. Instead of coordination. there is duplication of services and facilities 
in some areas;while serious gaps exist in others. 
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“There may he sweral large general hospitals, fnnlis2lin c m,~I‘r bctls for ;lc~l!te 
caw than cnn possibly be utilizrd b;r the cornmnni: 7. n-hilt ~t~rions 5hort:L:e.~ 
exist in beds for long-term care and programs for ihf, t!lose p:ltic.nts ~110 can 
best be cared for in their own homes. Srrernl hospitals may l~ossess co+& 
equipmen--such as cobalt devices for cancer care. or heart-lunz mnc,hinei;- 
each being used only once or twice a meek. Teams of highly skilled people 
required to work with this equipment are also standing idle. 

“A beginning response to these problems can be seen in a few of the Nation’? 
more progressive and active communities. 

“Such endeavors are of the utmost imnortance if n-e are to renlisr onr asnirn- 
tions for programs that \vill have ma&urn impacts on heart diqense. CRIIWP, 
and stroke. Independent and often competin g activities of hospitals. health 
departments, and medical prartitioners-each working in isolation and often 
at cross purposes-are not in the best interest of the consumers of health serv- 
ices. the health arofession. or the Kation.” 

I gained the impression from my 3 years association with the Public Health 
Service that one of the greatest needs in the whole health field today is for 
sound commnnitr planning of hospitals and other hrnlth facilities. This im- 
pression has heen reinforced by my experience since Imvinz Government serv- 
ice. I hare heen spending a good pnrt of mr time. both before and Rftrr mp 
retirement, in this health and hospital field. For several years I have served 
as chairman of the Patient Care Planning Council of Rochester and Monroe 
County. and also as chairman of the planning committee for the ll-county Roch- 
ester Re,zional Hospital Council. Thns. I hare had practical esperienrc in try- 
ing to put plans into operation. For some time I hare been serving on the Fed- 
eral Hospital Council. For the past 2 pears I have been Chairman of the Sa- 
tionnl Commission on Community Health Services. rrhich-vith grants from 
foundations and the Public Health Service-is engnrred in a 4-year program to 
stimulate the organization of community health planning agencies. 

Last year I was appointed by Governor Rockefeller chairman of a small 
committw with the difficnlt assignment to make recommendations for a better 
control of hospital costs. 

So. gnu see. I have had an opportunity to study. as a layman. general hospital 
and health-care problems from several different angles and have visited quite 
a fern cities and talked to many experienced persons in connection with these 
activities. 

In mp opinion, WV have a Ion g map to go in mreting the broad objective 
of providing the best of medical care, including prrrentire care. to the popnla- 
tion. regardless of income. Due to the progress of medical research and medi- 
cal science. we have learned much in recent vears. but our nroblem non’ is to 
applv widelv the information we already hire. ‘To meet &is ohjrctirr. ve 
probhaly will have to spend a higher percentage of our grow national product 
on health and medical care than we hare in the past. It i!: non- 6 percent. com- 
pared with about 4 percent 20 years ago. The trainwl health mnnporrcr n-ill 
be limited for some years, although the potential mnnpower rrill be adequate. 
Hence. it is necessary for all those engaged in this health field to make every 
effort to conserve resources and the scarce manpower. and to set the most ef- 
fective use from both through the elimination of ITaste. unnecrssarp duglica- 
tion. and to adopt the most progressive management methods. 

People are naturally greatly concerned over the sharply ricing costs of hos- 
pitalizai-ion-in Nrm York State daily hospital charges hare risen at an aver- 
age of PI/c percent per year during the last 4 years. A hi?h percentage of this 
increase in cost has been due to uncontrollable items. such a~ hospital wages 
and salaries catching up mi.th those in other fields. more expensive treatment. 
services, and equipment. brought on by the great advances in scicnre and medi- 
cinc in recent wars. all of which require more highly trained persnnnel. Due 
to the rise in incomes and the widespread use of prepaid insurance, a larger 
perwntage of the population are using hospitals. 

One important factor in the increased cost has been the lark of J?lnnninP in 
facilities and services which are needed to provide the mrious lrr-~1s of care. 
In n tgnical city you will find that, there is al: exce.~; of ar,~:te 1~1s ant1 -enpr::l 
overutilization of the acute general hospital which. of course. is the most es- 
pensive facility ; and a shortage of long-term care. extended care, and self-care 
facilities. which can be constructed and operated at a considrrably lower cost and 
often better suited to the needs of the patient. The acute beds can also be re- 
lieved by greater use of ambulatory and out-patient services and organized 
home care. 
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Another cause of increased cost is the competition and lack of cooperation be- 
tween hospitals, resulting in unnecessary duplication of expensive facilities and 
services, and scarce manpower. In many of these hospitals, with small use of 
the facilities, the quality of care is apt to be below that of other hospitals. In 
many cases, management methods of hospitals have not kept up with the great 
progress in business management in the field of training, development, and 
utilization of personnel, data processing, statistical controls, communications, 
etc. 

To meet the situation and provide high-quality comprehensive health care, 
there is real need for better communitywide planning of all health facilities and 
services. The planning’ agency should be established to coordinate existing 
health facilities-both governmental and voluntary. It should study the actual 
needs in order to prevent duplication. It should study future needs in order to 
fill any gaps. And it should obtain community agreement on the facilities that 
are needed. It could minimize costly duplication of partly used personnel and. 
sed that scarce skilled manpower is used in the most effective way. 

A number of examules could be cited of effective nroarams of coordinated 
community health planning, several having been financed in part by grants from 
the Public Health Service under the Communi,ty Facilities Act. But perhaps I 
should give you some practical examples from our Rochester experience. 

In 1961 we organized the Patient Care Plannine: Council. initiallv to determine 
the allocations of funds from a joint capital campaign for the s&en hospitals, 
and then to serve as a health planning and coordinating council for the county. 
With the assistance of the local medical society, we arranged for 28 physicians 
to make a scientific survev of the natients in about half of the beds in the hos- 
pitals, in order to determine the t&e of facilities they needed. We found that 
a substantial number of the patients aid not, for medical reasons, need to be in 
an acute general hospital but could have been taken care of in out-patient de- 
partments, extended-care, long-term, or self-care units, a0ct0d offices, or at 
home. As the result of this study, we reduced considerably the number of acute 
general beds the hospitals had requested. Instead, three hospitals will eon- 
struct so-called extended-care units for the convalescence and rehabilitation of 
patients who do not need all the services given in the acute beds-the units to 
be constructed and operated at a much lower cost. As the result of these 
changes, we were able to devote a much larger part of our funds for moderniza- 
tion, replacing several old buildings with modern wings and equipment. 

After the successful capital campaign, we continued our efforts to coordinate 
the health facilities to urovide better health care with less dudication and work. 
Much had previously been accomplished in obtaining coopera6on of the hospitals 
by the regional hospital council and of the health agencies by the council of social 
agencies. 

With the combined efforts of the councils, the hospitals, physicians, and health 
agencies, the following has been accomplished in recent years : 

The hospitals have participated in joint purchasing for a number of years ; 
The hospitals agreed upon the most urgent needs for two capital funds 

after thorough study ; 
The county medical society encouraged hospitals to organize utilization 

committees ; 
Five hospitals are constructing a centralized laundry, with borrowed funds 

[to be amortized from charges, rather than use funds from the community 
capital drive ; 

The council worked out a program for transfer of the municipal hospital 
to the University of Rochester Medical Center, with savings to the city; 

The council obtained agreement to abandon County Tuberculosis Hospital 
with transfer of patients to nearby State hospital with available beds, with 
considerable savings to the county ; 

The council is now working out an agreement between the county and the 
medical center for medical care of patients in the county infirmary ; 

An organized home-care program has been developed for patients trans- 
ferred from hospital ; 

A mental health council has been organized to coordinate the activities of 
agencies in the mental health field, including the integration of the State 
hospital ; 

The council arranged for one general hospital to add in-patient psychiatric 
unit and to combine with three agencies to set up and operate an out-patient 
clinic ; 
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Based on a bed survey which indicated that 30 percent of its medical and 
surgical patients could be taken care of in a self-care unit, one hospital is 
converting part of its facility for such a unit. It is estimated that the 
operating cost per bed will be reduced by 38 percent. 

The council is now endeavering to develop a program for coordinating use 
of special laboratory equipment ; 

The community college ha,s established a preclinic nursing course for the 
<first year of the hospital’s diploma school program and a 2-year associate 
degree course, One hospital abandoned plans to construct a new nurses 
dormitory and its diploma school program. 

The council is now developing a long-range plan for health facilities in 
the community. 

We still have much to do. 
It is difficult to measure the improvement in health or the dollar savings 

resulting from these activities to obtain better control of hospital construction, 
facilities. and utilization. and closer cooueration of various health agencies. 
I have, however, made three comparisons between Rochester and three other 
New Y,ork cities--Buffalo, Syracuse, and Albany. The Blue Cross agency in the 
Rochester area covers 73 percent of the population compared with 40 percent 
in the three other cities. The in-patient-days per thousand Blue Cross members 
in 1933 for the three other cities were considerably above Rochester. The com- 
bined Blue Cross and Blue Shield premium in these three cities was also con- 
siderably above that of Rochester. 

From my experience, I am very optimistic over the possible accomplishments 
by community health planning councils. We are hoping that the findings of the 
National Commission and the exneriences of the few communities which are 
doing a good job will stimulate many communities to set up such councils. 

The “mediral complexes” proposed by the President’s Commission would be- 
come a valuable part of a community health planning and coordinating council. 
For example, the University of Rochester Medical Center has been very helpful 
in our planning efforts and already has an affiliation with three community 
teaching hospitals. Only recently, the Center completed arrangements with one 
of the hospitals under which one of ‘the faculty members will be the full-time 
chief of medicine at the hospital, with reimbursement for his salary to the 
Center. This will enable the hospital to attract interns and residents who can 
be rotated 40 the medical center. and be heloful to both institutions in their 
training and research activities. ’ If similar arrangements could be made for 
several st,aff officers in all Ithe reaching hospitals, and if the other plans contem- 
plated in the “medical complex” proposal were adopted, there would be great 
opportunity for improvement of medical care in tbe community. There would 
be closer cooperation between the hospitals and less likelihood of unnecessary 
duplication of expensive special facilitieis, which could be concentrated in the 
Center where better care could be provided. There would be better opportunity 
for the staff in the other hospitals to keep in touch with new knowledge and 
practices, and for attracting more physicians t,o the seminars and special classes 
and lectures at the Center. 

I therefore see how a ‘Lmedical complex” would be of great value ‘to us in the 
Rochester community. It would also be helpful in the 11-county area, where we 
are now conducting a demonstration project for areawide planning, under a 
grant from the Public Health Service. 

I would, therefore, heartily endorse Senate bill 596, which would authorize 
grants to communities for setting up such “medical compIexes.” For communities 
which are not as far along as we are in Rochester, funds would be provided to 
develop a plan and to set up the planning council. 

I have a few comments on the provisions. It would seem to me that there 
should be weeific urovision that the local health deoartment be included in the 
local council superiising the program. I assume they would be, anyhow. Should 
not the State health department be brought into the picture, also, at least on a 
consulting basis? 

As far as expenditures for construction are concerned, should it not be speci- 
fied that they be coordinated with the Hill-Burton and other Federal-State plans? 

As these complexes are intended to be demonstration projects with the pre- 
sumption being that Federal grants will be made only for a limited period, should 
it not be indicated that 10 percent specified for local contribution is intended as 
a minimum and that greater local contribution is contemplated in most cases? 
If substantial contributions are not obtained, it may be difficult to continue the 
project when the Federal grants close. 
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Thus it is important that the provisions be kept broad, as they are, partiCularlY 

in the provisions of other major diseases, and that the medical schools be given 
all possible freedom to develop their own programs of education, patient Car% 
and research, and that flexibility be permitted for communities. 

A sound growth of medical complexes would, of course, require InanY more 
highly trained doctors, who are already in short supply. It is thus very impor- 
tant that Congress consider the several measures advocated by the COmmiSSiOn 
to increase trained medical manpower, such as expansion of the Health Profes- 
sion Education Act of 1963 and the Nurse Training Act of 1964, provision for a 
program of Federal scholarships for talented medical and dental students in 
need, as originally included in the health education bill, and increase in the 
career programs of the community colleges for training medical and dental 
technicians. 

I would also suggest that action be taken on the Commission’s recommendation 
that there be an additional program of ‘grants to communities to stimulate the 
development of a system for the planning and coordination of health activities.” 

Mr. FOLSOBX. I would like to read an excerpt from the Commission’s 
report. 

The CHAIRNAN. All right, sir. 
Mr. FOLSOM. About the better planning and coordination of health 

facilities in local communities ; it reads : 
Manpower and facilities for the delivery of top-quality health care are in short 

supply in virtually every community. Therefore, the efficient use of existing 
resources is imperative. Fet in many communities the reverse is actually the 
case. Instead of coordination, there is duplication of services and facilities in 
some areas, while serious gaps exist in others. 

There may be several large general hospitals furnishing, more beds for acute 
care than can possibly be utilized by the community, while serious shortages exist 
in beds for long-term care and programs for those patients who can best be 
cared for in their own homes. Several hospitals may possess costly equipment- 
such as cobalt devices for cancer care, or heart-lung machines-each being used 
only once or twice a week. Teams of highly skilled people required to work 
with this equipment are also standing idle. 

A beginning response to these problems can be seen in a few of the Nation’s 
more progressive and active communities. 

Such endeavors are of the utmost importance if we are to realize our aspira- 
tions for programs that will have maximum impacts on heart disease, cancer, 
and stroke. Independent and often competing activities of hospitals, health 
departments, and medical practitioners-each working in isolation and often at 
cross purposes-are not in the best interest of the consumers of health services, 
the health profession, or the Nation. 

I gained the impression when I was down here with my 3-year asso- 
ciation with the Public Health Service that one of our greatest needs 
in the whole health field was sound community planning of hospitals 
and other health facilities. 

This impression has been reinforced by my experience since leaving 
Government service. I have been spending a good part of my time 
recently in the health and hospital field. 

For several years I have served as chairman of the patient care 
planning council in Rochester and also chairman of the planning 
committee for the Rochester 11 county regional hospital council. 
So, I have had practical experience in trying to put these plans in 
operation. 

I find a number of cities have nice plans but very little has been 
done about putting them into operation. I have also been serving on 
the Federal Hospital Council here which makes grants under the 
Community Facilities Act to communities to assist in its planning 
efforts. 
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For the past 2 years I have been chairman of the National Commis- 
sion on Community Health Services which, with grants from founda- 
tions and from the Public Health Service, is engaged in a 4-year pro- 
,gram to stimulate the organization of community health planning 
agencies. 

Only last year I was appointed b Governor Rockefeller as chair- 
man of a small committee with a di L cult assignment to make recom- 
mendations for better control of hospital costs. So you see I have had 
an opportunity to study as a layman these general hospital and health 
care problems from several different angles. 

I have visited quite a few cities and talked to quite a number of 
experienced people in this field. 

In my opinion we have a pretty long way to go yet in meeting the 
broad objective of providing the best of medical care including pre- 
ventive care to the population. Due to the great progress we have 
made in medical research and medical science we have learned very 
much in recent years but our problem now is to apply widely the in- 
formation we already have. 

The trained health manpower, which our manpower committee 
studied, will be limited for some years. It is going to take some time 
to train enough people to do an ample job. Hence, we have got to do 
what we can to conserve our scarce manpower and also conserve our 

‘resources, which means we ought to get rid of as much waste as we 
can, unnecessary duplication, and adopt the most progressive manage- 
ment methods for the hospitals. 

HOSPITALIZATION COSTS 

People are very 
-of hospitalization. 

greatly concerned now about the sharply rising costs 
In New York State we find that the daily hospital 

charges are rising at the rate of 81/z percent ,a year. That is the aver- 
age of the la& 4 years. A high percentage of this has been due to un- 
controllable items because we must catch up in wages and salaries with 
other fields. We have had to use much more expensive equipment. 
We have much more highly trained manpower in order to take advan- 
tage of all the advances which have been made. Also, many more 
people are using hospitals than before because of the increasing stand- 
-ard of living and the widespread use of prepaid insurance. 

On the o,ther hand, one important factor in this increased cost has 
been the lack of planning of facilities and services which are needed to 
provide the various levels of care. As the Commission pointed out in 
this extract I just read, in a typical tit 
beds, the most ex nsive type of faci ity, and general over-utilization 

r 
P 

you will find an excess of acute 

because of the lac of other types of facilities such ‘as long-term care, 
self-care facilities. These other facilities could be operated at con- 
siderably lower cost and also constructed at a lower cost. In many 
cases they are better suited to the need of the patient. 

Also the ambulatory and outpatient services can be used more, also 
greater use can be made of oh 

Another cause of increase $ 
anized home care. 
costs is the competition and the lack of 

cooperation ‘between hospitals resulting in unnecessary duplication of 
expensive facilities, and also duplication of scarce manpower. 

Now, in many of these hospitals with a small use of these facilities, 
the quality of care is probab1.y below that of the other hospitals. 
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I We also find that in many cases management methods of hospitals 

have not kept up with the great progress of business’management such 
as in the field of training and development and utilization of man- 
power, data processing, statistical controls, communications, and so 
forth. 

COMMUNITY HEALTH PLANNING 

To meet this situation and provide a high quality of comprehensive 
health care, there is a real need for better communitywide planning of 
all health facilities and services in the community. 

Now, a planning agency should be established to coordinate the ex- 
isting health facilities, both governmental and voluntary. They should 
study the needs of the communities and try to make plans for future 
needs to try to fill in the ga 
of partly used personnel an 5; 

s and should minimize costly duplication 

in the most effective way. 
see that scarce skilled manpower is used 

A number of examples could be cited but I thought you might be 
interested in what we have been able to do in Rochester as a practical 
application in the last few years. We have had in Rochester for a 
number of years a regional hospital council which was financed a num- 
ber of years ago by one of the foundations. We have had the experi- 
ence of cooperation between the hospitals which has not existed in other 
communities. 

In 1961 I was asked to be chairman of an allocation committee to 
allocate the funds which we were going to raise for a capital drive for 
the hospitals. I found that the request was going to be several times 
more than I knew we could raise. As chairman of the allocations com- 
mittee, I felt I would have t,o make most of the decisions; as the other 
members of the committee were representatives of the hospitals. We 
organized a patient care planning council with the top people in the 
community, the president of the medical society, the head of the Com- 
munity Chest, and the Council of Social Welfare Agencies, etc., as 
members of the committee. 

The first thing we did was to make a survey of a thousand beds, se- 
lected on a scientific basis, to be studied by a group of 28 doctors 
brought together by the medical society to study the patients, the needs 
of the patients in those beds, and to see what type of facilities they 
needed. 

We found that as far as the medical patients were concerned 23 
percent of the patients occupying these acute general beds shouldn’t 
have been there. 
or at home. 

They should have been in other types of facilities 
As a result of that we decided we didn’t have to expand 

the acute beds of the city as much as the hospitals had recommended. 
We cut down their request considerably. 

Instead of that, three hospitals are putting in what we call extended 
care units, for people needing rehabilitation, convalescent services, peo- 
ple not quite ready to go home-but who do not need the services of 
an acute hospital. We think the units can be built at half the cost. 
We used a mot.el-type construction and operated at half the cost of 
acute beds. 

As a result of that we were able to use a good part of our money for 
modernization. We tore down five or six old buildings and are putting 
up new buildings with modern equipment and getting more for our 
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money. This is a joint hospital drive, by the way, that all the hospitals 
got together on. 

In most cities each hospital is on its own. As a result they are apt 
to duplicate facilities and add the type of beds not needed rather than 
modernize existing facilities. 

Now, I thought you might be interested in the other things we have 
been able to accomplish ; so I am going to read a list of what we have 
been able to do in the last few years with the help of the medical 
societies, the medical school, the regional hospital council, and the 
Council of Social Agencies. 

The hospitals have partici ated in joint purchasing for a number of 
years. The hospitals agree c? upon the most urgent needs for the two 
capital funds drives we have had in the last 10 years. The county 
medical care for the patients in a county infirmary where we find that 
committees. Five hospitals are constructing a centralized laundry 
with borrowed funds to be amortized from charges rather than use 
funds from the community capital drive. The council worked-out a 
program for transfer of the municipal hospital to the University of 
Rochester medical center with savings to the city. The council obtained 
agreement to abandon the county TB hospital and transfer the patients 
to a nearby State hospital that had plenty of beds available thus effect- 
ing a large savings to the county. We are now working on an agree- 
ment between the county and the medical center to provide medical 
care for the patients in the county infirmary. We find that the quality 
of medical care is very low in the infirmary and this will greatly 
improve it. 

Organized home care has been developed for patients transferred 
from hos itals. We found half of these didn’t need to o in the hos- 
pitals an % we can provide that care at $10 a day compare 3 to $40 a day 
m the hospital. 

A mental health council has been organized to coordinate the activ- 
ities of agencies in the mental health field, including integration of 
the State hospital in the community with 3,000 beds. 

The council arranged for one general hospital to add an inpatient 
psychiatric unit and to combine with three agencies to set up and 
operate an outpatient clinic. 

Based on a bed survey which indicated that 30 percent of medical 
and surgical patients could be taken care of in a self-care unit, one 
of the hospitals is converting part of its facilities for such a unit. We 
can operate that at about a reduction of 38 percent over the acute beds. 

We are now endeavoring to develop a coordinated program for the 
use of special laboratory equipment. 

Our community college established a preclinic nursing course for first 
year of the hospital’s diploma school program and 2;year associate 
degree course. The results of that were that one hospital abandoned 
plans to construct a million-and-a-half-dollar nursing home dormitory 
and its diploma school program. 

We also are now developing a long-range plan for health facilities 
of the community. We still have quite a little to go but we are getting 
fine cooperation in bringing about these various improvements in the 
health care and cutting out duplication. 

It is difficult to measure the value of this and the dollar savings 
but because of the better control we have had of hospital utilization 
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and closer cooperation I made a comparison with Rochester and the 
three upstate New York c.ities who haven’t done much in this field- 
Buff alo, Syracuse, and Albany. I find that the Blue Cross agency in 
Rochester covers 73 percent of our population as contrasted with these 
other cities where only 40 percent are covered. 

The inpatient days per thousand of Blue Cross members shows the 
utilization of the hospitals in these three other cities is considerably 
above that in Rochester. The combined Blue Cross and Blue Shield 
premium in these three other cities is over 40-percent higher than that 
of Rochester. 

From my experience I am very optimistic, therefore, of the possible 
accomplishments from these community health planning councils. 
We hope to get the findings of the National Commission and experi- 
ences in a number of communities will stimulate many other commu- 
nities throughout the country to set up these councils. 

Now, in getting down to this legislation, these medical corn lexes 
proposed by the President’s Commission wdl become a very va uable f 
part of a community health planning and coordinatin 

For instance, in the Rocester area, the University of fi 
council. 
ochester Medi- 

cal Center has been very helpful in our planning efforts. Only recently 
the Center completed arrangements with one of the hospitals under 
which one of the faculty members will be the full-time chief of medi- 
cine in this hospital with reimbursement for his salary to the center. 
This will enable the hospital to attract internes and residents who 
can be rotated to the medical center. 

SOLVING STAFF PROFsLEMS 

One of the difficulties of many hospitals now is they can’t attract 
internes, but by a tie-in with the medical center it will be much easier. 
This is also going to help both institutions in training and research 
activities. 

If a similar arrangement could be made as we contemplated in these 
medical complexes so there will be several staff officers in these commu- 
nity hospitals furnished by the medical center, and with the other plans, 
there would be better medical care in the community. There would 
be closer cooperation between the hospitals and less likelihood of un- 
necessary duplication of expensive equipment which would not be 
used very much in these other hospitals. 

There would be a much better opportunity for the staff in other 
hospitals to keep in close touch with new knowledge that a medical 
center would have. You could have also more physicians interested 
in continuing courses given by the medical center. So I can see where 
a medical center would be of great value to us not only in R.ochester 
but in the whole Rochester area, in the Il-county regional hospital area 
which we are enga 

I would, B 
ed in planning for. 

there ore, heartily endorse this Senate bill 596 which 
would authorize grants to communities for setting up medical com- 
plexes and these coordinating and planning committees. 

SUGGESTED AMENDMENTS 

I have only a few comments to make on the provisions of the bill. 
It would seem to me that there ought to be specific provision that the 
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local heahh department be included in the local council super 
the program. 
be s ecified. 

It probably would be included but I think it oug 

ALo th ere is no reference at all to the State health departmen 
seems to me they at least ought to be brought in on a consulting 
so they could advrse the autho8rit,ies where these complexes sl 
be located and help bring about the community health coordin: 
committees. 

Also, I think it ought to be specified that these expenditures 
construction should be coordinated with the Hill-Burton and 
Research Facilities Acts and other Federal-State plans. In o 
words, there ought to be a 
unnecessary duplication. F 

retty close coordination so you won't 
think it ought to be specified in the 

that this should be brought about. 
As these complexes are intended to be a demonstrat.ion project m 

or less for a limit.ed period, I wonder whether we shouldn’t ask 
more than lo-percent contribution from the local communities. ’ 
specify here it should be at least 10 percent but I think we ought 
indicate t,hat that should be the minimum and we ought to try to 1 
more, otherwise when the demonstration is over there might not 
any funds available in the local communities. 
that on a gradual basis. 

I think we can real 

I agree that it is wise to have these provisions quite broad as thf 
are in t,he bill because much should be left to the medical scl~ools. The 
ought to have all sorts of freedom to develop their own programs c 
education, patient care research. Also, we ought to allow much flexj 
bilitv for the different communities. 

We are finding in the work of this National Commission of ours tha 
the organizations vary quite widely in different communities, depend 
mg on the srze of the communities and how thev are organized anC 
h,ow different groups get together so I would certainly endorse keeping 
this asflexible as possible. 

NEED TO EXPAND MEDICAL NANPOWER 

Now, of course, this means, if you ha.ve a wide growth of these 
medical complexes, you are gomg to have to have more highly trained 
doctors and already they are in short supply. So I think it rs impor- 
tant that Congress.,con&ler the several other measures advocated by 
the commlssron to Increase t.he trained medical manpower such as the 
expansion of your Hea1t.h Profession Education Act of 1963 and the 
Nurse Training Act of 1964. 

Now, our manpower committee also thought, and I certainly agree, 
that we ought to provide Federal scholarships for talented medical 
and dental students in need. That was in the original provisions of the 
health education bill but it was dropped out. It is badly needed because 
we find that a lar,ge percentage of the students in medical schools come 
from families with income of over $10,000. A lot of good potential 
material is in the ot,her groups we are not tapping now. I would think 
these scholarships would be very, very helpful in that area. 

,Qlso I think we should expand our program for grants to com- 
munities to stimulate the development of these planning and coordi- 
nating committees. 

Thank you very much, Mr. Chairman. 
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The CHAIRMAN. Thank vou. Mr. Folsom.‘for vour most interesting 
and informative statement: We appreciate it ve~$, very much. 

Dr. DeBakey Z 
Dr. DEBAKEY. I also want to express mv thanks to Mr. Folsom for 

his testimony here. 
L v 

Next, I would like to ask- 
The CHAIRMAN. Senator Kennedy 8 
Senator KENNEDY of New York. I understand Mr. Folsom has to, 

leave. Could I ask him just one question? 
was very helpful and interesting. 

I thought your statement 
I was just wondering based on your 

experience and the efforts that you made in this field, could you just 
tell us what you think the relationship between the centers and the. 
stations to NIH and the Public Health Service should be? 

~ATIONSHIP WITH NIH 

Mr. FOLSOM. Well, I have been thinking lately about how the tieup, 
ought to be here. The NIH now deals with the medical schools all 
the time on research, and the Bureau of State Services is dealing with 
medical schools also, I understand, under the Research Facilities Act. 
It also makes grants to hospitals and communities for planning and 
demonstration projects under the Community Facilities Act. 

There ought to be pretty close tie-in to the agency that now is con- 
cerned with making 
of health facilities. %  

rants for community planning and coordination 
he local group should be slanted more toward 

bringing research knowledge to the other hospitals and the physicians. 
rather than be concerned so much with research. 

So, I would think it might be better tied in with the State service 
organizations, in the Public Health Service, rather than NIH, although, 
there should be a close relationship. 

Senator KENNEDY of New York. The emphasis really should be 
then on making sure that the information that is uncovered and which 
was mentioned earlier brought to the attention of the local doctors and 
to the local communities so that they can utilize it, is that the thrust of 
this le ‘slation ? 

Mr. %  OLSOM. Yes ; that is the main purpose of it. We have a lot of, 
information and knowledge that is not being generally used. It is 
pointed out that if we can only use the knowledge we have a lot of 
lives could be saved. This is a mechanism, a suggestion, of the best 
way of getting that knowled e out to the communities. 

From my experience, I thin it could be done. It would be very %  
helpful and could be done fairly rapidly, too, in communities already 
set up to do it. But there are so many communities that haven’t made 
much effort in planning so a good part of this money the first year 
will go for planning to getting agencies set up and instructed on how 
to go about it,. 

Then they could actually set. the stations up and most of the stations 
would be located, of course, in existing community hospitals. The 
university medical center would serve as the base and as a regional 
ce.nter. I think that is what we contemplated. 

Senator KENNEDY of New York. Thank you very much. 
The CHAIRMAN. Senator Yarborough? TX-~ mu I- .~ ., 
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Dr. FARBER. With your permission, Mr. Chairman, I understand 
what Mr. Folsom has in mind, and I agree with him certainly as Sena- 
tor Robert Kennedy has mentioned that t.he uncovering of knowledge 
and getting it to the doctors is of tremendous importance here. But 
I would like to make a point here that I did not make clearly befpre, 
and that is that these centers will make possible the kind of medlcal 
research in clinical investigation which 1s not possible today on the 
scale that is required, not only in the field of cancer but in heart disease 
and in stroke, and in many other diseases, too. Research on it will be 
an extremely important part of this, and it is this research as well as 
the training which I associate with the National Institutes of Health, 
with the aid of any other governmental agencies or any other parts of 
the Public Health Service that are required, but the research must be 
emphasized greatly. 

Mr. Forso~. I might sav I think it is wise to leave the decision in its 
relationshin within the Public Health Service here entirely to the Sur- 
geon General to work out because there must be very close coordination 
between these two elements. 

The CHAIRMAN. Senator Yarborough, do you have some questions? 
Senator YARBOROUGH. Mr. Folsom, I want to comment on this.recom- 

mendation for an expansion of the Health Professions Education Act 
and the Nurse Trainm 
that career programs f 

Act and also your addit.ional recommendation 
e stimulated in community colleges. I might 

add junior colleges for training medical and dental technicians to help 
the higher trained medical doctors and the dentists. 

In the hearings on this Health Professions Education Act the testi- 
mony indicated that it took about $25,000 to educate a young doctor, 
and that less than 5 percent of the families of the United States were 
financially able to finance that edueatio?. As youpointed out, that is 
just automatically excluding from medical education the overwhelm- 
mg majority of the people of the country unless have outside aid. 

I have a question or two back when you the coordi- 
nated action in Rochester and how much it now two of 
those actions were that the council got the University of Rochester 
Medical Center to take over the munmipal hospital, the city hospital, 
and you were successful in getting the State to take over the county 
hospital. 

Apparently you did not lessen the medical treatmeLt but the city and 
county there were able to shift this off to other governmental agencies. 

SAVINGS REALIZED 

Mr. FOLSOM. In the case of the medical center we had always had a 
close tie-in there. But the city was incurring quite a deficit. We were 
able to get the deficit wiped out before the umversity would take it over 
mainly because we got the welfare department to pay what it should 
have been paying all along for the welfare atients. 

Senator YARBOROUGH. Now, if you 
8 

K et t e county TB hospital taken 
over by the State, is this really a true gure that you saved that much? 

Mr. FOLSOM. No. What we did there was--- 
Senator YARBOROUGH. Somebody pays for it. 
Mr. FOLSOM. Thirty miles away there was a State hospital with 

plenty of beds available for these patients. We had been operating this 
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county hospital with the patient load going down steadily with no 
reduction in staff, in fact, an increase in staff. So the patient could be 
cared for at a much lower cost at the State hospital and the county 
really saved about a million dollars. 

The State has not increased its cost anything like that much. 
Senator YARBOROU~H. In other words, you are not giving this as an 

illustration of how one governmental unit shifts from one ta another 
but a savings by coordinated action. 

Mr. FOLSOW Yes. This had been c&idered for several years but 
nobody had been able to do it. With the top leadership in our council 
we convinced the authorities what an overall savings there would be. 
We think we are giving better care at a much lower cost. -- 

Senator YARBOROUQH. Thank you, Mr. Folsom ; thank you, Mr. 
Chairman. x 
, Mr. FOLSOX. .I. might say the reason I have to leave I have to testify 
.LL. Lqqessman Celler’s committee. 

The CHAIFMAN. We certainly appreciate your presence, Mr. Folsom, 
and I want to thank you very much. 

Mr. FOLSOM. I am very glad to be here. 
The CHAIRMAN. Thank you, sir. 
Dr. DEBAKEY. Senator Hill, before asking Dr. Wright to continue 

at this point, I would like to amplify just a bit some aspects of the 
legislation and its purr at least as we conceive it since I think the 
question has been raised-Senator Kennedy raised the question a 
moment ago-as to what takes the major thrust of the legislation, I 
think it is important to recognize, first, that this legislation provides 
an opportunity to extend an effort and a direction of development that 
is already in operation, Senator Kennedy. 

While it is true in a sense that this constitutes the most innovative 
aspects of the recommendations of the President’s Commission in estab- 
lishing this concept of a regional network, it is new only in that sense. 
It is not unrelated to program?, on-going programs. . . . . . It is, 1 thmk, U-I 
fact, so closely related that it 1s an outgrowth of the gomg programs. 
It 1s the natural extension to a great degree of the developments and 
the fruits that have come out of the Natlonal Institutes of Health re- 
search and training activities, and the concepts of tl _ . . ie centers which 
are already in operation su 

si 
ported by the National Ins ititutes of Health 

lar 
ff 

ely thrust upon the me lcal community through that means. 
o, this type of legislation is new only in respect to providing a 

further extension of this total conce t. 
from this background of activity, an if 

I think actually it is derived 
the long experience that has now 

developed over this period of tnne beginning with the establishment 
of the National Institutes of Health and particularly the categorical 
institutes in combining the research, training, and now patient care, 
so intimately interwoven in most centers that have been m operation 
that it is difficult to disassociate one from the other. The reason one 
can provide the highest degree of skill and knowledge in patient care 
in such centers is because research and training are an integral part in 
it. 

So, I think it is important to understand this concept, that this is not 
just an extension of patient care and making available the best lmowl- 
edge. It is not just an extension of research, clinical research, and it 
is not just a means of providing training. It is the best mechanism of 

43-669-65-9 
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combining all three. Anyone who has had experience in a medic: 
center, such as most of us, and, of course, many others whom we COI 
sulted, has recognized the importance of this particular objective an 
that this is the best means of achieving this goal. 

It IS the best means of 
in clinical research, the I!2 

roviding the:&& m research and particular1 
st means by which it is possible to bring tl 

knowledge gained from basic medical sciences to the bedside and 1 
translate that knowledge into diagnosis and patient care. 
best means for 

It is also tl 

mately provide f 
rovidmg training for the practitioners who will ult 
his care, and it is the best means of expanding the bas: 

sciences in these general areas. 
So, I think it is important to recognize that this is not just the thru! 

of medical care. 
Senator KENNEDY of New York. Thank you. That is very helpfu 

I jnst gathered from the earlier testimony and looking into this legi! 
latron to some extent and the ,background that there had beem som 
deficiencies in the (being able to get the information which has bee 
developed by all of you to the ~bedside and to the local doctor and 
gather that m the field of cancer from your own testimony and I knel 
there had to be some emphasis on that. I didn’t mean to imply 
thought research should be leps or we hadn’t been doing a great de2 
m any or all of these fields ‘but I just thought we should really focu 
some attention on that point so it is quite understood. It is ver 
important. 

Dr. DEBA~Y. It is very important and I am glad you did bring i 
out. But I just wanted to emphasize this concept underlying th 
centers and its relationship to the experience we have gained in t.hj 
re ard. 

% enator KENNEDY of New York. Thank you very much. 
Dr. DEBAEEY. May I now ask Dr. Wright to present his testimony 

Mr. Chairman? 
The CHA~AN. Dr. Wright. 

STATEMENTOFDR.IRVlX4+WlWHT,CHAIRY~,SIJRCOMMITTE: 
ONHIULTH 

Dr. WRIGHT. Senator Hill, and members of the committ~., it is 
real pleasure to be before you again. I have had the experience i: 
previous years and I hope have made a minor contribution to you 
efforts in the field of health. 

The Subcommittee on Heart Disease was made up of Dr. Samuc 
Belle!, profeeeor of cardiolo 
J. Willis Hurst, professor o P 

at the University of Pennsylvania ; DI 
medicine at Emory University ; Dr. Par 

Sanger, distinguished surgeon from Charlotte, N.C. ; Dr. Taussif 
Johns Hopkins, with whom you are all very familiar, I am sure, fo 
her distinguished work on congenital heart disease ; and the staj 
member, Dr. John Turner, who contributed markedly to the work o 
this commit&%. 

My own experience has been in practice, in the teaching of medicim 
and research mostly on a clinical level at Cornell University. I hav 
also been president of the American Heart Association and a member o 
the National Advisory Committee for Heart Disease for one term an 
for part of another term. 



medical 
1 we con- 
:tive and 

ticularl y 
bring the 
e and to 
: also the 
vi11 ulti- 
the basic 

le thrust 

helpful. 
is legis- 
m some 
.as been 
r and I 
I knew 
mpls 1 
tat deal 
7 focus 
1.3 very 

wring it 
ng the 
in this 

imony, 

ITTEE 

it is a 
nce in 
) your 

amuel 
it; Dr. 
. Paul 
,ussig, 
-8, for 

staff 
krk of 

icine, 
have 

)er of 
1 and 

COMBATING HEART AND OTHER MAJOR DISEASES 127 
I mention this to indicate that I have had a rather broad experience 

and have been interested in these problems, not just since the inception 
of this Committee but during my entire professional life of more than 
a quartar of a century. 

The Subcommittee on Heart Disease has presented to you its report. 
In essence this is my statement, based on the efforts of the entire Com- 
mittee. I should like to s ummarize it and perhaps make comments 
on certain aspects of this report in #order to conserve your time. It is 
all available for your perusal. 

The CHAIRMAN. We will have it appear in full in the record, 
Doctor, in its appendix. 

Dr. WRICEXT. This report has already been submitted. It is entitled 
“The Report of the Subcommittee on Heart Disease.” This will 
appear in the second volume of the re art of the Commission. 

We are strongly in favor of genera principles outlined in the bill s 
as it has been drawn up and submitted to us. There are certain points, 
however, that appear to be worth while discussing. 

The concept of the regional complex and the center working as a nu- 
cleus with radiated stations throughout a geogra hit area is involved. 
We hope all areas in the country would eventua ly be covered. T This 
concept IS a very valid one, ibut it is a long-term project. It is impor- 
tant to get it underway now because it won’t be very long before we 
have 50 million more people to take care of in this country. We are 
not m our present status even in the business of preparing to take care 
of the total future population unless we enter into a long-term project 
right now. It will take planning, it will require development of man- 

% 
ower at every level. Physicians, of course, are the key personnel, 
ut we must have more nurses, and more laboratory technicians. 

Electronics technicians are now being declared essential to medical 
progress, a field that medicine hasn’t really done very much about 
developmg at all. 
thrs new discipline. 

Yet the future of medicine is going to be tied into 
We need physical therapists, occupational thera- 

pists, and rehabilitationisti 
We need many more trained workers in the social sciences who are 

sincerely interested in sick people, not in abstract theories. 
is a broad one, and it is a long-term one. 

The plan 
But in order to get ofi the 

ground, this type of bill must be implemented soon. 
The Heart Disease Subcommittee has recommended that a total of 

25 centers be established during the next 5 years. The total amount 
of money involved in this will be approximately $166.2 million. 

This is a very conservative estimate. It has been felt by some that 
we were being too conservative in terms of the cost per center, but we 
tried to be honest in our estimations. Once a center is established, indi- 
vidual investigators within that center may, if they wish, a 
special research and other grants which would supplement t Ytl 

ply for 
e basic 

grant once the center organization is ready to use extra funds to 
advanta e. 

The Ef eart Disease Subcommittee felt there was a need for 160 new 
heart stations. The conce 
Commission really came rom the development o P 

t of the station as ado 
P 

ted by the entire 
heart stations in 

many hospitals during the past 15 or 20 years. 
So, this is not an idle dream. 

many centers, including Cornell. 
Stations are, in fact, in operation in 

They have served as a nucleus for 
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stimulation and interest, much better cane of the patient, and continu- 
ing education to the doctors on the staff who are not heart specialists. 
They come to the station to see the electrocardiograms, to discuss the 
problems of the patient with the specialists working in the station. 
This is a most important form of continuing physician education and 
is vitally important.. 

In terms of the question ‘that Senator Kennedy addressed .to Mr. 
Folsom, it is my belief that the centers and the regional complexes 
would best be related directly to,the NIH,. because they are going to 
be vitally concerned with research projects, and the NIH organization 
is experienced in this. 

The CHATRMAN. Doctor, if I might interrupt, isn’t what you are 
proposing in a sense an addition to the programs we have conducted 
through, NIH ? 

Dr. WRIGHT. This is correct. 
I The CHAJRMAN. Building on and enlarging them? 

Dr. WRIGHT. This is correct. 
This implies a need for NIH to be reoriented so that there will be 

more interest and more support for care of patients and for the train- 
ing of local physicians into this pro 
gram has been superbly administer ef 

ram. Otherwise, the NIH pro- 

should be develo ed to a greater degree. 
in the past. This new concept 

The stations t K at are located in major centers should probably be 
under NIH, but stations out in the rural and small community areas 
may be, for practical purposes, oriented to the Bureau of State Services 
of the heart disease control program. Here there will be an absolute 
need for a cooperative effort working with the volunteer a encies such 
as the American Heart Association to coordinate the faci ities in the f 
area and devleup stations of the highest possible standards. 

This Committe has also recommended development of laboratories 
at a State level for the standardization of certain types of laboratory 
tests, such as the culturing of streptococci in the rheumatic fever pro- 
grams (not available generally but terribly important 
ardization of prothrombin tests to aid in the control o 2 

or the stand- 

therapy. 
anticoagulant, 

This bill should be broadened to include these laboratories 
for standardization. They should frequently be closely coordinated 
with stations at local levels. 

The stations we contemplated, 160 in number, wduld start with 30 
the first year at a cost of $111/4 million. 
be estimated to cost $117,500,000. 

The total over 5 years would 
That is a 5-year project, and it is 

contained in the report of the Commission. 
It is vitally important, that the practicing physician be made to feel 

important in this program. He should be graded up, not graded down, 
and his continuing education and participation is essential to the suc- 
cess of any program of this nature. If we do not succeed in fostering 
his education, if we do not keep it constantly up to modern scientific 
ideas, he will soon become obsolete, epen though he goes through the 
motion of praoticing. This we must avoid in any such program, there- 
fore, grants t,o the community hospitals to continue live, active educa- 
tional programs ara essential to the fulfillment of this program. We 
are trying to get modern care to the patients. How do we achieve this? 
It must be through the local physicians. This is important. It 
should be e.mphasized and,it should never be forgotten for one moment. 
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The CHAIRMXN. Doctol;, Senator Javits advises me he has another 

meeting that he must attend, and he is going to have to leave us, and 
he has a question or so he would like to ask you. 

Dr. WRIGHT. Yes, sir. 
Senator JAVITS. Doctor, may I apologize, but the immigration sub- 

committee on which I sit is having its opening hearings on immigra- 
tion right now with the Attorney.Geheral. I would like to join my 
colleague; Senator Kennedy, in wklcoming the New York members of 
the panel. I understand he did that when he introduced you to the 

questions. ’ 
Y Y 

0ne;it seems to me that the bill does not go as f&r as the report, and 
in terms of the facilities which are to be created. 

Nonetheless, is the panel favoring the bill as beii the best in this 
imperfect world, or does the panel feel, if any of us are so minded, that 
we sh6uld insist on bringing the bill up to the report? 

Dr. WRIGHT. In answer to that question, I- believe that there are 
certain aspects which-some of which, I have already mentioned- 
which should be included iri the bill, and which are part of the rec- 
ommendation of the Commission. I think that we must strengthen 
it in so&e ‘aspects. For example, we need more finances for tramin@ 
If we don’t train people we will not have the manpower to man this 
program. They run parallel. Mr. Folsom also made one or two 
suggestions which I thought were worthy of considerations by the 
committee. 

Senator JAVITS. We will go over the testimony and take very seri- 
ously the areas in which you feel the bill needs to be upgraded. I cer- 
tainly will and I am sure others will. 

Dr. DEBAKEY. Senator Javits, may I simply state after 9 months 
of study by this Commission, and the% are all members of this Com- 
mission, of course it is perfectly natural for us to feel that the bill is 
deficient in the areas in which it did’not meet the Commission’s recom- 
mendations, and I .would say very definitely to you in answer to your 
question that we would like to s&e the bill conform more closely to the 
recommendations of the President’s Commission. 

Senator JAVITS. May I make a suggestion. gentlemen. After read- 

ihe-bill t&t $0~ feel oughtyto be amended, it is reque&ed that “you 
put in writing a memorandum specifically pinpointed to the sections 
of the bill as to what you believe should be done. I ask unanimous 
consent! Mr. Chairman, that this memorandum may be made part of 
the testunony. 

The CHMRMAN. Without objection that memorandum will appear 
in the record, including your t.estimony this morning. 

Senator JAVITS. I have just one other question. 
I am very deeply interested as others of us in the uestion of nar- 

cotics addiction. Did the Commission give any consi % eration to how 
any work in narcotics could be tied into their efforts 1 

For example, was such consideration given either as to research or as 
to any combination of research and clinical training or any combina- 
tion of research and outpatient training? One of the appalling things 
about narcotics addiction is that mighty little is being done about the 
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basic question of either cause or cure, and I just wondered whether yol 
gentlemen gave that any consideratron. 

Dr. WRIGHT. I don’t think anyone with any knowledge of medicin 
or knowledge of what is going on in the world today could say any 
thing but be in complete agreement with your statement of the impor. 
tance of narcotic addiction. 

The Commission did not consider this as one of its items because the 
Commission as given to us by President Johnson was specifically fo: 
heart disease, cancer, and stroke. 

It is true that people with cancer and people with some types of vas 
cular diseases have so much pain that addiction is something that WI 
have to guard against at all levels, and I think most physicians d< 
But there is not the real essence of the problem of narcotics, and 
think this should be a matter of a separate bill and a separate stud 
of major importance, if I may say so. 

Senator JAVITS. Thank you very much. Thank you, Mr. Chairman 
I deeply appreciate our courtesy. 

The CHAIRMAN. 11 right, Doctor. A9 
Dr. WRIGHT. I was discussing the relationship of training to re 

search problems. I would like to mention here, if I may, just one set 
tion of our report. This is on page 14 and thereafter, in which it point 
out that the NIH budget has only been increasing at the rate of 4 
or a little more-percent per year. The National Heart Institute bud 
get was decreased by $15 million last year. 

I would like to place in the record that an increase of 4 to 6 percen 
in the budget per year for the development of a really aggressive re 
search program is completely unrealistic. This is what it costs to kee 
what you have going. Once you are embarked in a research projec 
as I have been, and Dr. DeBakey and others in this 

F 
oup, you find ou 

that the cost of equipment is going up, and the cost o salaries goes up- 
more than this; annually you fight to have well-trained people. The 
have to be paid more as years go by just like everyone else in industr 
or professional life. Therefore, 4 to 6 percent is a totally inadequal 
addition. The estimates of the Advisory Heart Council, a mast at 
thoritative bod ? runs considerably higher, closer to 20 percent. Th 
is required at t IS point when we are trying to depelop a national prc H 
gram of this magnitude. 

The fact that the National Heart Institute has been budgeted in sue 
a way that training programs have been markedly curtailed instea 
of bein increased is a matter which should be completely revisec 
A mar ed increase in training grants should immediately 1 % 
authorized. 

The trainee programs and research fellowship programs of the NII 
have been confined primarily or almost completely to those who RI 
training for basic type research. Now we are going to need a very larg 
number of physicians who are trained for clinical or applied researc 
and the care of patients in the special areas of heart disease, cance 
and stroke. Therefore, we should emphasize the importance of e&a‘ 
lishing funds for clinical traineeship so that we develop thorough 
well trained teachers and practitioners in these areas to take positiol 
of le.adership in stations and in centers 

The CHAIRMAN. Doctor, I think you will find that the Nation 
Institute on Mental Health has carried on this very training yf 
speak of. 
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Dr. WRIGHT. Yes, sir; they have. 
The CHAIRMAN. But they have not done it in the Heart Institute; is 

that correct ? 
DI-. WRIGHT. That is correct. The Heart Institute, the Cancer Insti- 

tute, and the National Institute of Neurological Diseases and Blind- 
ness ought to really move in on this and take steps to produce some 
topflight personnel. 

The Commission also recognized the need for developing scholar- 
ships for young men who want to go into medicine. I want to second 
that heartily. The development of the doctors of the future should 
not be on the basis of family finances, it should be on the basis of the ^m--1-21:L- -x11 em ?* * 1 1 -7 . 1 .T^_ LL- l---1- 
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When they succeed in getting through the medical school they also 
face the need for specialized training to be leaders in these major fields 
that cause more than 70 percent ok the deaths in this country. We 
have to provide manpower if we propose to develop great facilities. 
This is vital. 

The CHAIRMAN. I would certainly agree with you Doctor, and I 
think for the record I should say that in the last severa\ years the Con- 
gress has appropriated more money for NIH-for the Institutes, and 
the NIH-has mvested, shall I say, more money than has been used- 
t,hey have had surpluses; the cause of those surpluses I am not pre- 
pared to go into at this moment but we have given them more money 
than they have used in the last several years. 

D;~v~m~~~~~l YLET,sir. CL- This is true in a sense but the Bureau of 

I 
uu~lg;l-t;as apprvpna~es BILU interra D” M 

The CHAIRMAN. You speak of a very important 
bJllz!l puLpillj. 

speak of the Bureau of theBudget, Doctor. 
factor when you 

n.. TITT.~~~w.. vs.“. -:- 
V erg important. 

I just. want to make the record clear, though, that Congress had 
appro 

Dr. fv 
rlated these funds that had not been expended. 

xuc+~T. Yes sir. 
The CHAIRMAN. f like th e word invested. You would agree with 

me? 
Dr. WRIGHT. That is a very good word. 
The CH-AN. Invested. 
Dr. WRIGHT. May I make two further points and then conclude my 

statement, sir? 
The CHAIRMAN. Yes. 
Dr. WRIGHT. One is that I do believe that we must at this time im- 

plement in every way the development of programs in communica- 
tion. The medical profession is literally overwhelmed by the thou- 
sands and thousands of medical articles that appear monthly in this 
country and abroad. Some of them aren’t worth reading but many 
of them are and to particular individuals they are the lifeblood of 
intellectual progress. 
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Therefore, we must develop a way to resolve this problem into a 
crystallized form so that the physician or medical scientist at every 
level can get the meat out of the total mass of material that is pub- 
hshed. 

And lastly, I speak particularly for Dr. Helen Taussig in this but I 
am in complete agreement, more interest must be shown in the de- 
velopment of animal research facilities. 

In the past animal research has too often consisted of housing the 
animals in a shed or a barn under very poor conditions. They develop 
all kinds of diseases. Frequently nobody knows what the diseases 
are except they kill off a lot of experimental animals often ruin- 
ing great research programs. Some of the diseases are known, many 
are not understood. It is high time that in our pro 
we must allow funds for modern animal care. IFape are gomg to 

am development 

carry on research with animals it is no good if half the control ani- 
mals die off because they get infected, in unsterile quarters. 

I now conclude by pointing out that what is learned elsewhere in 
the world in medical research can be applied to American citizens. 
Therefore, international research and international relations in the 
field of medical sciences is absolutely essential for us to et out of the 
world’s total information the maximum benefit that can % e applied to 
the American public. 

Thank you very much. 
The CHAIRMAN. Thank you. 
Dr. DEBAKEP. Thank you, Dr. Wright. 
I would like to now call on Dr. Rusk to testify next. 

STA- OF IIOWARU A. RUSK, C-AN, SUB~MIVIITTEE 057 
REKARILITATION, PRESIDENT’S GOMXISSION ON HEART DIS- 
EASE, CANCER, ANU STROKE 

Dr. RUSK. Senator Hill and gentlemen, I, too, am grateful for the 
privilege of testifying before your subcommittee. I was Chairman 
of the Rehabilitation Subcommittee and on my Committee were Mr. 
Folsom, and Mrs. Harry S. Truman. 

We met with every other subcommittee in addition tq many hearings 
with specialists from all over this country. 

We were told by President Johnson that this Commission should 
investigate the problems -of heart disease, cancer, and stroke in three 
areas: research, training, and service. My particular interests and 
that to which rehabilitation is dedicated is service to the patient- 
somebody who has been too late for research as far as he is concerned. 
Our program is designed to train him to live the best life he can with 
what he has left. As you well know, in this modern concept, this pro- 

ram 
a 

started in 1943 with the amendment to the old Vocational Re- 
abilitation Act, and has grown very rapidly during the past decade 

because of the great understanding and support of the Congress in 
this program. 

The most heartening thing to me personally that came out of this 
Commission report was the fact that every subcommittee unanimously 
said that any complex or station has to be underpinned by a compre- 
hensive rehabilitation service for the benefit of the patients who have 
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reached maximum improvement and for whom prevention has not 

under the Federal-Statcvocational rehabilitation programs have been 
infinitestimal because we have been so concentrated on the needs in 
orthopedic and neurological problems. 

One evidence of the great need of rehabilitation for the cancer 
patient is that the colostomized rjatients formed an organization called 
Colostomies Anonymous in order to share with each other the knowl- 
edge they had gained the hard way. 

We had this brought to us very vividly within the last 4 weeks in 
our own institute when two patients w&e referred to us by Memorial 
Hospital. They were said to be the second and third patients in 
medical history to have survived an operation known as hemicolec- 
tomy. These individuals had cancer of the bladder that had spread 
into the pelvis and they were given one of two alternatives-3 months 
to live in pain, or an operation that, if the disease had not spread to the 
upper glands, then half of the body would be amputated just above 
the pelvis. 

The first man, a presser and tailor, chose to be operated and half 
of his body was amputated. He survived and he came to us about 4 
weeks ago. He is now sitting up in a special plexiglass shell. He 
works in the gymnasium 2 or 3 hours a day. My prosthetic colleagues 
tell me that they feel that legs can be made for him so that he can 
ambulate, drive a car, and the head of his union has already promised 
him a job. 

The second came to us 2 weeks ago, a 42-year-old schoolteacher with 
the same condition, who also survived and who we think can be re- 
habilitated back into life again. 

In rehabilitation of stroke cases we have had considerable experi- 
ence. We can’t rehabilitate an individual with such brain damage he 
can’t remember today what he was taught yesterday, or those with 
such severe heart damage that they can’t take on the added exertion, 
or those with uncontrollable malignant hy ertension. But take the 
rest, and the answer is “Yes.” A recent ana ysis of 3,000 patients has P 
shown that 87 percent can be taught to meet the needs of daily living, 
and 35 percent can do some kind of gainful work and the average age 
of this group was 63. 

We are very heartened by what can be done for these patients and 
the same is true of the patients with heart disease. 

Our program comes on after the stitches are out and the fever is 
down, when the 
to a new job. I3 

atient recovers from his coronary and has to go back 
e feel that we can be a halfway house to find out what 

he can do within the limits of his cardiac capacity so that he can’t 
harm himself but become a productive citizen. 

I think in the 
habilitation, whit E 

ast it has been demonstrated many times that re- 
we now talk about as the third phase of medicine 

is not only good medical and social ractice but it also is sound eco- 
nomically because we have been ab e to show over and over again Y 
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that for eve dollar invested $5 come back in Federal income tax 
alone in the rst 5 x ears after the individual was rehabilitated. V 
have been able to s Ii ow the same thing in hospital costs which we 
fundamental to :Mr. Folsom’s presentation-that a large number 
these individuals can be gotten out of acute hospital beds, moved 
other facilities or taken home, taken care of at home with a fractil 
of the cost. 

In order to : rovide these services, the commission made sevei 
proposals, divi B ed into two sections. One group will require nc 
legislation, including a new program of project grants to pay part 
the costs of projects to expand vocational rehabilitation programs wi 
the objective of increasing the number of handicapped persons v 
cationally rehabilitated. 

Now, President Johnson in his health message pointed out that lr 
ear we ,broke the record and rehabilitated 120,000 disabled persol 

-!I? hat i great. It ww 40,000 in 1945. “My 1966 budget will props 
increased funds to rehabrlitate an additional 25,000.” That IS WC 
de&l, too, but when you ,realize there is a backlog of more than 2 m 
lion and when we get 250,000 ,new cases a year you can see that T 
are not making great progress very rapidly, and this is primarily d 
to the fact we don’t have the people and we don’t have the faciliti 

The other points requiring new legislation I will summarize: T 
first would allow us to take patients 6 months or longer to try 
determine their rehabilitation potential. You can’t examine peal 
and in 3 da s or 30 days tell who can and who oan’t. 
tively simp e thing which would, I think, get a great many peal 19 

This is a re: 

back into productive life again. 
Then grants for construotion of rehabilitation facilities and war 

shops, and last an authorization for Federal financial participation 
activities which are financied by local public funds as well as Str 
public funds, which ,we feel would broaden the base of this prop 
tremendously. 

The price tag on the program recommended under present law, 
expand programs to reach more heart disease, cancer, and stro 
victims7 would come to $121/z million a year, or, around a $78 .milli 
total with gradually increasmg increments over a g-year period. T: 
der the new legislation I have outlined, it would &.quire $10 million t 
first year, and $15 million for 4 successive years or a total of $1 
million approximately to do this total job. 

I think one of the most important things in this bill that I wo! 
like to reemphasize, that ,rny colleagues have all spoken of, is pro7 
a nucleus for contmuing education of the physician which is func 
mental if the level and qu.ality of medical care is not only to be mai 
tained but improved. 

As far as the bill S. 596 specifically is concerned, I think it is I: 
fortunate there is no mention of rehabilitation in the bill. The reps 
has shown the action of the subcommittees and our recommendatio 
the necessity for underpinning all of these various programs by 
comprehensive rehabilitation service and I think this should be 
stated. 

I think also in the recommendations for the Advisory Council t 
bill should include someone skilled in. and dedicated in. the field 
rehabilitation. 
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The CHAIRMAN. Doctor, may I interrupt you there? 
Dr. RUSK. Yes. 
The CHAIRMAN. We are sup osed to have another bill on this whole 

matter of rehabilitation and P 
administration, 

hope we can have that bill from the 
I can assure you if we don’t get an administration 

bill, we still will have a bill. 
Dr. Rusn. Thank you, sir. 
I would just like to conclude by saying that we have to have more 

people in this field. 
medicine. 

We are shorter, I think than any other field in 

medicine. 
We feel that we are a service to the other specialties in 
We are excited about this opportunity for service because 

it broadens the present regional rehabilitation center p m  which 
you and your committee established some 6 years ago an T which has 
been eminently successful in exactly the same way in rehabilitation 
that these corn 
cancer, and stro 1 

lexes are designed to go forward in heart disease, 
e. 

Thank you very much. 
The C-N. Thank you. 
(The prepared statement of Dr. Rusk follows:) 

STATBTMENT OF HOWABD A. Rusk, M.D. 

Mr. Chairman, thank you for the privilege of appearing before the com- 
mittee as a member of this panel today. I am happy to offer the following 
&&ement for the record in txxmectiou with these hear&g& 

For anyone deeply concerned with improving diagnostic, curative, and re- 
habilitative care for the American people, the bill before the committee is of 
tremendous importance. I know that the committee has before it a complete 
citation of the statistics surrounding these three diseases and the tragic inroads 
they are making into the health, well being, and productivity of the American 
neode. 

I-should like to highlight the opportunities we now have to create expanded 
and modern rehabilitation programa to deal with disabilities resulting from 
heart disease, cancer, and stroke. 

At preset several Government agencies are doing valuable work to assist 
practitioners, hospitals, local, and State agencies to provide more and better 
rehabilitation for the disabled people tihey serve. Among these are the Voca- 
tional Rohabilitatioa Administration, the Public Health Service, the Children’s 
Bureau, and others. I believe this bill, if enacted, will fortify all of the work 
being done by these agencies. 

The nronosal to establish a series of r&anal medical comnlexes for research. 
teaching, and patient care for heart disease, cancer, and stroke patients can 
have far-reaching effects in our efforts to secure new knowledge, elevate 
the quality of care, and greatly augment our supply of well-trained experts 
in these fields. I urge the committee to support this proposal. 

While the bill does not make any sneeific nrovision for incorwration of re- 
habilitation into these complexes, -I gape the committee will make clear the 
importance of doing this. It would be a tragedy if thousands of young physi- 
cians and other paramedical personnel were to receive training in these special 
institutions and go away without an opportunity to understand what adequate 
rehabilitation services can mean to the patients they will be caring for during 
the rest of their professional lives. 

In relation to these proposed complexes, the Commission also recommended 
that the special rehabilitation research and training centers now in operation 
in several places in the country be expanded to permit them to operate at their 
full potential. I presume this proposal is being considered-and I hope favor- 
ably-by the Department of Health, Education, and Welfare with a view to 
requesting the additional funds that would be required for the Vocational Re- 
habilitation Administration to carry out this recommendation. 

It is particularly important that the diagnostic and treatment stations in 
these complexes have adequate provision for well-developed rehabilitation serv- 
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ices. This should be an essential part of complete diagnostic and treatment 
service; it also becomes the vehicle by which these patients, upon discharge, can 
be regularly integrated into the community rehabilitation programs, including 
the Nation’s network of State vocational rehabilitation agencies. This post- 
hospital care is a critical need for large numbers of heart disease, cancer, and 
stroke patients. We must have better provision for this kind of aftercare 
in the community, both for those who will be capable of employment later and 
for those whose objective is a satisfactory functional and social life. 

The bill also provides for a National Advisory Couneil on Medical Com- 
plexes. I ‘urge the committee to make specific provision in 6he bill for at least 
one of the members to be a person who is outstanding in the rehabilitation of 
heart disease, cancer, or stroke patients. 

Again I thank the committee for promptly considering this important legis- 
lation which is certain to be an outstanding contribution to the improvement of 
the health and well-being of the American people. 

The CHAIRMAN. Dr. DeBakey. 
Dr. DEBAKEY. Our next witness is Dr. Meyer. 
Senator HILL. I would like to say that he is not only one of the 

distinguished and pioneering men in this field, but I might say that 
his subcommittee brought out beautifully the striking example of the 
gap that exists today in the knowledge available, for example, in this 
field of stroke, and the application of this knowledge or the lack of 
application of this knowledge to a large segment of patients suffer- 
ing from this disease. 

S!l’A!PEMEIVT OF DR. JOHN STIRLIXQ MEPEB, CHAIR&W, SUBCOM- 
MITTEE ON STROKE,PR.ESIDENT%COMlKISSIONCtNHEARTDIS- 
~ZASE,C~CER, Am STROKE 

The CHAIRMAN. Dr. Meyer. 
Dr. MEYER. Senator Hill, it is a great honor to appear before your 

subcommittee. 
I would like to testify in strong support of this bill, S. 596, in gen- 

eral, and particularly as it applies to the rogram of stroke. 
The Stroke Subcommittee included r. Howard Rusk, who is B 

presently here today, and we had appear before us representatives 
of all those people m the United States who are considered to be 
expert in the stroke field. These included Dr. Houston Merritt, of 
New York; Dr. Denny-Brown and Dr. Charles Kan’e? of Boston, 
Mass.; Dr. Champ Lyons, of Ala8bam?; and, of course, Dr. DeBakey 
himself, because not only is he expert m the field of vascular surgery 
elsewhere in the bodjy, but also in the treatment of strokes. 

Our Stroke Committee report is submitted here as art of the testi- 
mony, and it is the part from voIume II which is fair y extensive. f 

The summary of what I would like to bring in testimony today, sir, 
is that stroke is a neglected field. I do not think there is a more 
ne lected area in modern medicine. 

B lot of people do not know what a stroke is. A stroke is an int.er- 
ruption of the blood supply to the brain. It may be due either to 
hardening of the arteries with a thrombosis or blood clot with occlu- 
sion, or it may be due actually to a rupture, with a hemorrhage into 
the brain. It is very common. 

Now, I will give you some idea of the magnitude of the stroke prob- 
lem in a minute, but the important message I want to get across today 

is &at this is a preventable and a treatable disease, and it is only in 



treatment 
large, can 
including 
‘his post- 
ricer,, and 
aftercare 
Later and 

:a1 Com- 
at least 

tation of 

.nt legis- 
5nent of 

of the 
my that 
! of the 
in this 
‘ack of 
suffer- 

BCOM- 
T DIS- 

3 your 

1 gen- 

,ho is 
atives 
to be 
tt, of 
3ston, 
{akey 
%ery 

testi- 

7, sir, 
more 

nter- 
3r to 
cclu- 
id.0 

rob- 
day 
y in 

‘COMBATIIW HEART AZVD OTHEmR MAJOR DISEASES 137 
the -past decade. that we have come to realize that this is not only 8 
preventable and a remediable disease, but it’ is :&b 8. diagnosablk 
disease in the warning state before you have a catastrophic occlusion. 

In my opinion, one of the greatest clinical discoveries in modem 
medicine in the past 10 years has been the recognition of the warning 
stages of strokes. 
of an 

It is probably as revolutionary as the recognition 
ina as the warning of a heart attack, and we realize now how 

terrib y common these little warning strokes are, and that something f 
can be done about it. 

This includes medical as well as surgical treatment, and with the 
modern advances of arteriography, which are the outlining of the 
blood vessels to the brain by dye, and taking X-ray pictures we can 
confirm the diagnosis with extreme accuracy, and it turns out that 
about two-thirds of the cases have lesions or trouble in the blood ves- 
sels in.the neck which the surgeon can get at very easily. This came 
as a big surprise to all of us, even though we had been working in 
this area for many years, we did not realize how common this was. 

ye are also coming to recognize, by the application in a small way 
of pilot programs such as are recommended m  this bill, how frequent 
is the association of hypertension, a treatable condition, with stroke. 

Eighty percent of cases with stroke have hypertension and this, of 
course, is a treatable condition, and will prevent st%rokes. 

Diabetes is another commonly associated disease with stroke. We 
also know now of drugs which will increase blood flow to the brain 
in patients with stroke, and in the past decade we have come to recog- 
nize the value of surgery in the treatment of this condition for the 
first time. 

A word about the magnitude of the problem. This is an immense 
public health problem: the field of stroke. There are over 400,000 
new cases of stroke each year in the United States, and this is a gross 
underestimate. 

Of these, at least 200,000 die. There are at least-and this again 
is a gross underestimate-in my opinion, 2 m illion cases of stroke in 
the United States who are disabled at the present time. 

Now, the ccvst to our Nation is enormous for the care of this type of 
disabiliti as well as the loss of work capability in people often in the 
most productive period of their lives.’ 

What are our plans in this bill to do something about this problem ? 
We want to provide a national network of centers and stations that 
ati expert in the. diagnosis, t,reatment, and preve&on of strokes. 

First of all, the centem,: We iant to provide by this bill 15 regional 
centers located primarily in university or medical cente’rs which will 
be established over a &year period at a cost’ of $85.? m i&on, approxi- 
mately. This is not a lot of money when you think of what it can do. 

We also prop+ TOO commuqity stations,at a cost of about’ $77.75 
m illion.over a B-year period. .- 

These stations can Often be’coinbined’ with the heart stations that 
were mentioned by Dr. Wright in o$er.to ‘shag? facilities and save 
money. It i$ this type bf tirganiiation, an aspe@ that .&an be prq- 
vided by our experts in the Public Health S&Vii+ o$ the Federal Govi 
ernment, to conserve money,. facilities, and .qianpowey’ that, Mr. Fol- 
som alludqd,to earlier. .~ -‘.,3 . I 
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Now, I want to make clear the difference between a center and a 
station. A center is primarily concerned with research, determining 
new causes of diseases, and improving our knowledge of prevention, 
diagnosis, and treatment. 

The stations are primarily concerned with development of commu- 
nity resources to provide the best possible medical care and applica- 
tion of knowledge which Senator Kennedy stressed as being so 
important. 

Now, you can well ask will these work? Well, I can tell you they 
will work. We have got three centers for stroke in the United States 
today. I am fortunate in having one of them in Detroit at Wayne 
State University. 

Dr. Irving Wright, on my left, has another one at Cornell, and there 
is anot.her one in Minnesota, under Dr. A. B. Baker. 

Now, there is no question that these stroke centers are working ex- 
tremely well. They are supported by the U.S. Public Health Service, 
and we have learned a great deal. 

We have a collaborative study in the surgical treatment of stroke 
that has been chaired both by Dr. DeBakey and Dr. Champ Lyons. (I 
am the secret.ary) and we know now on the basis of 3,000 to 4,000 cases 
what to expect from various types of treatment of stroke, and I myself 
in my own institution now have data on 150 cases of randomized, 
surgically treated cases compared to medically treated cases. 

We can now show data which is getting to the level of statistical 
significance where certain forms of surgery can be proven to be valu- 
able in this disease. Furthermore, we have another randomized, con- 
trolled study of medical treatment which shows the vasodilator com- 
pounds may be valuable in the treatment of acute stroke on the basis 
of purest scientific statistical data, which is the best type of data one 
can possibly have. This is what these centers will make available. 

Now, a word about organization: I submit to you that these centers 
related to research and investigation are best organized and under the 
supervision of the National Institutes of Health, using an extension of 
the existing double review principle of an advrsory council and study 
review committees or scientific committees, 

I would submit, sir, in my opinion that the sta$ions, the stroke 
stations, should be related jointly to a committee of the National In- 
stitutes of Health and the B;ureau of State Services working coopera- 
tively. 

The1 point is this isnot a competition for power or control. It is a 
united efIort to improve the health of our country and it is a great 
responsibility. 

I wonder if I might just. mention one word about manpower and 
then, sir, I will be f&shed: 

Naturally, we are all concerned about manpower because we are all 
short of experts in medicine. The whole of medicine is understaffed, 
we know that, we want to improve the men available in medicine, and 
that is being discussedtoday. 

Dr. Rusk has pointed out the shortage of personnel in rehabilita- 
tion. This is true in neurology, which happens to be my specialty ; we 
are short of neurologists. 

But I do not believe this program in this bill is going to create any 
manpower shortage. What it will do in the stroke field is that the 
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stroke program will aid the local physicians in improving and ex- 
tending their care of strokes, which they are already doing. 

These patients are already being taken care of by the physicians, 
and it will not alter the present pattern of medical care in the United 
States;but make it more efficient. 

Thank you, Mr. Chairman. 
The C-N. Talking about the manpower question, Doctor, 

if I may ask you, did you have the opportunity or did you give con- 
sideration to the question of salaries for your Federal staffs ? I am 
thinking particularly in terms of NIH now. We have lost so many 
good men, as you know, at NIH, and due, I think, in large measure 
to the inadequacy of the salaries. Did you consider that ? 

Dr. Mnrnn. Dr. DeBakey will answer that. 
The C-UN. All right, Doctor. 
Dr. DEBAEEY. Senator Hill, I can speak about that. 

about this matter before your committee previously. 
I have spoken 

The CEAIRMAN. That is right. 
Dr. DEBAKEY. You will find in the Commission’s recommendation 

a strong proposal in regard to this matter, strongly recommending 
that this need be met. 

There could be no question about the fact that there is urgent need 
in the opinion of the Commission members, because they made a 
strong appeal in their re ort to the President that this need be met. 

very 

I think it is extreme y F im 
vide ade uate salaries at su P 

ortant that an efIort be made to pro- 

salaries 4 or these people. 
cient levels to compete with ongoing 

This, I think, constitutes an important 
element of the total program because, without these people to help 
admmister and develop this program, it will have great difficulty in 
being implemented property. 
point. 

I think it is an extremely important 

The &AIRMAN. Thank you. 
report, did you? 

And you gave emphasis to this in your 

Dr. DEBAKEY. We gave great emphasis to this in our report, and I 
have in previous testimony before your committee. 

The CHAIRMAN. Yes; I know that. 
Dr. DEBAEET. In that testimony I have pointed this out on a num- 

ber of occasions. I think this is an urgent 
F 

roblem. 
The CHA~&#N. I quite agree with you. 

word %rgent.” It certainly is urgent. 
am glad you used that 

We are losing more and 
more people all the time due to this inadequacy of the salary level ; is 
that not true? 

Dr. DEBAKEP. That: is exactly correct. 
The CHAIRSAW. Doctor, let me ask you this: Could you give us 

some estimaties of the cost of operating a regional medical complex ; 
what would be the fir&, second-, third-, fourth-, or fiftli~year course:for 
the 33 regional medical complecges recommended by your Commission? 

Dr. DEBAKEY. Senator Hill, in our Commission’srecommendations 
we ro 

fX stro 
osed a total of 19regional centers in heart disease, cancer, and 

e uring the Grst year at a cost of $G’.Smillion. 
Now, we projected: our program over a &year period indicating 

that we hoped there-would be developed 6O~su0h. centers over the &year 
period. 
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This is because we recognize that this type of. program in the mag- 
nitude envisaged would require time to develop. You could not get 
all of this entire regional network covering the entire country of 
regional complexes, centers, and stations developed in 1 year or 2 years, 
but over a 5-year period we would hope to have the numbers that 
we stated. That was the best estimate that we could come to from the 
studies we gained. 

So that over a g-year period we would hope to develop some 60 
regional centers, and 550 total stations at a cost of-we are including 
the medical complexes at a cost of-$1.6 billion over the 5-year period. 

The CHAIRMAN. Over the B-year period 8 
Dr. DEBAEEY. That is right. Now, in this respect we would hope 

that this bill would lead to that development. I want to say very 
clearly, Mr. Chairman, that we are stron ly in su port of this bill as 
it is written here. There are a few, perhaps, mo%fications in word- 
ing, as has been indicated, that might be made to strengthen it, but we 
would like to see this bill endorsed and approved by Con ress because 
it does provide the basic need to get this program starte f . 

And while, in the opinion of the Commission members here, it may 
not meet the full need, it does begin the program, and we would hope 
to see it started, certamly in the manner in which it is indicated here. 

We have indicated in our Commission report to the President what 
we estimated would be the total need over a 5-year period, including 
what we estimated to be the cost. 

It is obvious, too, that the average cost of one of these centers may be 
developed from the figures we gave, but this would vary because of the 
local needs. One place might cost maybe $1 million to get a center 
started and operated, whereas in another place it might cost as much as 
$3 or $4 million, but the average total cost is indicated in the budgets 
we have roposed as estimates of needs. 

The HAIRMAN. What were the two modifications you addressed c? 
yourself to, Doctor ? 

Dr. DEBAKEY. Well, one of the modifications I would hope that we 
indicated is that we believe, as we indicated in the Commission’s rec- 
ommendations, that in the National Advisory Council on Medical 
Complexes be established. In this bill, S. 596, this is indicated in er- 
missive language, but we would like to see it definitely established. Ftv e 
would like to see this done because we believe that the experience of 
the National Institutes of Health in this program-and I think it is 
important to recognize that this experience has been extremely help- 
ful in bringing us to this point-it has really brought us to this omt, 
at which it 1s possible now to develop this rogram. Were it not or the 

i 
P 

work of the National Institutes of Healt in establishing the support 
of medical institutions in this-country, both for research and traming 
a.nd. in establishing clinical research centers as well as special research 
centers of other types, we.would not be in the position today;@ mount 
a program of this kmd. 

I think it is important to recognize this program is not unrelated to 
well developed and highly successful ongoing programs, as is indicated 
by the report of the Presider&s. Commission. There are other specific 
recommendations that are.made to support these ongoing programs and 
to expand them and develop them further, and I would hope, Mr. Chair7 
man, that this bill will not be recognized as completely unrelated to 
other activities. 
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I think it is important to recognize that there are other supporting 

mechanisms that will need additional funds as we have indicated. 
I just cite as an illustration, Mr. Chairman, the recommendation 

we make about the library. 
of the under 

Here, for example, is one important aspect 

gram, and to -__ -ii 
inning of effort that is necessary to mount this pro- 
eep it going and to develop further knowledge which, of 

cou 
‘1 

unc ~. ACED _.. 
I , DEBAKEY. &&lute&; 

_- _.- 
and I think this is very important to 

recognize, and indeed in the report to the President’s Commission 
we bring this out. There is no need for legislation for many of the 

i:ded, to be emphasizd further, to be developed further. 
There is need for legislation, and there is need for this specific bill, 

and it is extremely important that we recognize that his bill will make 
it possible to develop this regional network. Without this bill I doubt 
seriously that we could ever mount this program. 

?I 
Dr. FARFSER. I am in hearty agreement w%h Dr. DeBakey. He stated 

this very clearly. 
What is new about this that we cannot do without this bill is this 

regional network which starts a totally new kind of activity which is 
directed toward the expansion and extension of what we have been 
doing through the National Institutes of Health unt,il now. But this 
network has a very specific goal, a purpose, which is not implicit in 
anythin else that is now presently supported from other sources. 

The HAIRMAN. well, now- 8 
Dr. DEBAKEY. Mr. Chairman, I would like to take advantage of this 

opportunity which you have offered us to present a supplement- 
The CHAIRMAN. To do what, sir ? 
Dr. DEBAKEY. To present a supplemental statement should you 

like for it t,o appear in the record later. 
The &AIRMAN. Good. We would be happy to have you do that. 
Dr. Wright, you had something ? 
Dr. WRIGHT. Lest there be some apprehension in some quarters re- 

garding this development of the regional complex, I would like to re- 
emphasize the poiut made by the committee repeatedly that, for the 
most part, these complexes are. to be built within the structure or 
rlosely sssociated,with the structure of the leading medical centers and 
schools of the. country and not as a separate institute. 

The &AIRMAN. Yes. Well, you are going to take advantage’ of 
and use to the maximum, I’take it, what wenow have? 

Dr. WRIGHT. Tha+ is right. 
The CHAIRMAP. We have a lot, of good programs, do we not? 
Dr. DEBA,EIGY, ‘Absolu&ly. 
The CHAIRMAP. We had a former king come all the way from 

Europe .over here to a medical center. I have seen the time-no, I 
have not seen the time, but I have read about the time when he would 
have gone to Berlin or Vienna, or maybe Paris or London or even, -^^-L^-- T;c~ll-~L--._--~.,- :-1x -I .~Z..X> 0 

I The CHAIRMAN. Have you seen the time, Doctor? [Laughter.] 
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I withdraw that. Now Doctor, as I foresee this- program here, the 
two big questions we are) going to have in the consideration of this 
legislation, I am not thinking entirely of this committee, but I mean 
on the floor of the Senate, and as it progresses, through the House of 
Representatives and the committee over there, and everything,. one 
is going to be this matter of what is it going to cost a That is a very 
easy question to ask, and a very pertinent question, too, and the other 
is 

tvha 
oing to b&ow isit goi te be adminis&red ? 

t 3 are you goiflg to ,o ? You heard former Secretary Folsum’s 
t,estimony this mornmg. It would seem to me that mrtainly most of 
this administration should be and ought ta be in connection with the 
NIH, is not that true? 
of Ithis Committee! 

Would that be your thought t19 the Chairman 

Dr. DJ&AHEY. Well, I would say this in that regard, Senator HZ. 
The NIH has had an extraordinary experience in dealing with the 
medical scientific community af this country. It has been an extremely 
successful experience. 

It has promoted the level. of medical. care as well as the level of medi- 
cal science in this country to its present position of eminence. 

Indeed as a consequence of these developments in medicine greater 
advances have taken place during this period than in all previous 
recorded history. This has been largely due to the support and the 
activities and the kind of organizational development that has taken 
place in the National Institutes of Health. 

For this reason and because this program is so intimately related to 
the ongoing programs of the National InSt;tu+ of Health, with the 
excepttlons that you pointed out, I would. the lt ought to be extremely 
closely integrated with that program, if nat unmediately and directly 
under that program. 

The CHAIRMAN. Just as. in the matter of physical rehabilitation, 
we know what has been done by the O&e of Vocational Reha- 
bilitation- 

Dr. DEBAEDY. Yes. 
The CXIAIIWAN (continuing). Under ,the leadership of Dr. Rusk, 

Miss Mary Switzer, of course, and you, woul$ want to make maximum 
use af the knowledge,and ex pm-r gam.there by wo&mg right 
with the O&X of: Voaationa IA&A t&ion%; IS tha& c&r& 8 

Dr, DI&UUZX Exactly. 
The CHWN. Do you: gen&men. have, any further thoughts to 

s 
% 

gfzst on thismatter on. the! a&ninistra&m of. these programs? 
r. DEBAKEX. Well, we. canTwe hav? alrfady indicate&, I. thin& 

for the most. ?a&, wha$ ouz feelangs arB.m tis re 
r 

rd, 
the President s Comnussm~~ m general. our regal 

we show m 
for tlus. If you 

would like, we can present to you a supplemental statement in. this re !i!iF e 'CHAIRMAN. I wish you would do that, Doctor, because+ I, say, 
the two questionrr that, are goin@obe asked as:this:legisla&m proceeds, 
are the question of administration and the question of the cost. 

Dr;. D.~BAEI+ We. can: specificalLy point to those two questions in 
our supplemental statement. 

The CHAIRMAN. Good. 
(The supplemental statement. referred to follows:) 
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Hon. LI~~ERHILL, 
U.P. Ben&e, Washington, D.C. 

Dx~n SEXUTO~ HILL: Aa Chairman of the President’s Commission on Heart 
R&ease, Cancer, and Stroke, I appreciate the opportunity to further clarify sev- 
eral questions which were raised during the hearings on February 10 on 8.596, the 
bili you introduced to implement the President’s proposals in the Ilelds of cancer, 
heart diseaze. and stmka 

We regard these proposals, embodied in S. 596, as an excellent beginning toward 
the ultimate goal which President Johnson clearly enunciated in his historic 
health message of January 7, l96-5. to the Congress. In that message, President 
Johnson said; 

-. 
“Today we are che.Renged to meet and master the 3 killers which alone 

account for 7 out of 10, deaths in the United States each year-heart disease, 
cancer, and stroke. The Commission on Heart. Disease, Cancer, and Stroke has 
pointed the way for us toward that goal.” 

Thus. in zivlna our stromr sunuort for the uassaae of this bill. we can reneat 
the &&me& wg mads to the Pi&dent in submit&g our Commission report to 
him that it is our “deep conviction that its, immediate implemenation will not 
only narrow appreciably the spectrum of our ignorance, but will contribute to the 

saving of thousands upon thousands of American lives now needlessly sacrticed 
to those three deadly enemies of mankind.” 

Early in the deliberations of the Commission, its 25 members resolved that 
we would make no major recommendations unless they were accompanied by 
specific price tags. We realized, the difllculties involved in that decision and the 
burden it would place upon our technical staff, but we strongly felt that it would 
be irresponsible to present to the President and to the Congress major recom- 
mendations in these areas without indicating our best estimates of what they 
would cost. 

We also made a considered decision, after much deliberation at several Com- 
mission hearings, that it. would be equally irresponsible to present just a l-year 
estimate of the costs of our proposals. As we stated a number of times in the 
Commission report, the, fight against these three major killers of mankind will 
not be won overnight. We therefore voted to present 5.year cost estimates wher- 
ever possible, realiiing that to go much beyond the llfth year would involve US 
in more speculation thanprecisiom. 

On pages 78 to 33 of the. first volume of the Commission report, there are 
specific cost estimates of every one of the major recommendations we adopted 
at the final Commission meeting last fall: (See app. Bt p. 295.) 

On naee 79 of the reuert thmisa sueeiflc breakdown of the B-year CO& of 
establbhmg a. network-of. regional- med&l complexes The, 5-yea.r cost is esti- 
mated at. $l.& billion. This overall estimate, is fnrtber broken down into the 
specific yearly costs of the complexes and their component parts-the reglchnal 
centers and the dlagnostio and treatment stations. 

We do not regard thesecoat estimates as abseLutely rigid or. immutable. They 
are the best estimai-es~ we muld come UD with. after making several. national 
surveya of prototype;cznu?rs. The estimuf;es are, however, theCommission’s best 
judgment after 9 monthsof study and 7,599 pages ti testimony garnered from 
close to 299 witnesses e all frzgme&s of the medical and scientific 
community. 

We,realize that. theexecutieam%legislative: branchesof our National Govern- 
ment must mke their own. indenendent evaluations of the importance and 
validity of these-maemmen dittir& We ftaUy: understand that there are many 
other worthy programs compering for support out. of. our total Federal tax 
revenues- but we m&~tain, aw we point& out on page 27 of the report, that the 
$42 billion which these d,@ssee cast. our economy each year mandate a sizable 
offensive to cut down these losses. We had the valuable assistance of the 
President’s Council of Econumlc Advisers and of many of the Nation’s most 
distinguished economists in: developing these estimates. & good deal of this 
economic material. wilh appear in. volume 2: of: the Commission repert. 

A second major question. raised at the. hearings uoncerned.the structure for the 
administration of the regional medical comulex uroaram. 

The 23member Co m&saion gave thiz m&t& a -great deal of thought, and its 
conclusions are outlined in several. sections of volume 1 of the report. 
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The oVerwhel&ng majority of the C~mmission~.~~embersfelt that the regional 
medical complex program should be tied closely to the ongoing activities of the 
National Institutes of Health. For example, on page 29 of the report, the Corn- 
mission recommends an Advisorv Committee on Regional Centers and it further 
suggests that the recominemiations forthcoming f&m this Committee be trans- 
mitted to the appropriate NIB Advisory Councils to aid these Councils inmaking 
recommendations t% the Surgeon General regarding applications for regional 
centers. The intent here is aulte clear. The Advlsom Committee on Mona1 
Centers should be closely tied-into, and call upon, the v&t knowledge and experi- 
ence of the existing NIH Advisory Councils in the fields of heart disease, cancer, 
and neurological diseases. 

On page ,31 of the report, there is a very clear statement that “the proposal for 
cateeorical research centers for heart disease. cancer. and stroke remeaents an 
out@owth. and extension of an already su&essful ‘program of the National 
Institutes of Health. The NIH Clinical Center program, now in its sixth year. 
has demonstrated on a modest scale the great potential of clinical research units 
in various parta of the Nation.” 

The nresent NIH Clinical Research Ce&er nrozram while relativelv small in 
scope, is a prototype of the major innovative-t&& oi! the Commi&&s report 
“to fuse the worlds of sclenmc research, medical education, and medical care.” 

The present categorical centers are concerned with much more than research- 
their major functions also include the training of cllnioiane in the various disease 
entities, and the delivery of the best possible care to patients. Our proposals, 
in essence, would greatly extend the scope of this existing program with the 
ultimate goal of closing the gap between new research discoveries and their 
practical application to thousands upon thousands of additional patients, 

The contention that the National Institutes of Health is purely a research 
organization, and therefore does not possess the experience needed to administer 
the regional medical complex program, flies in the face of existing budgetary 
facts. In President Johnson’s budget request for fiscal 1966, the Congress is 
asked to appropriate $193 million for NIH training activities, the great bulk 
of which f&l1 into the clinical area. Furthermore, the President has recom- 
mended $54 million for NIH fellowship programs. 

Many of the members of the Commission have served, or are now serving, 
on various NIH advisory councils. In drawing up the tial Commission re- 
port! they were deeply aware of the unparalleled experience of the National 
Institutes of Health in working with universities, medical schools, independent 
research institutions, and hospitals in the fields of research, training, and 
the delivery of a high quality of patient care. 

The consensus of the vast majority of the Commission--that the National 
Institutes of Health be given the major responsibility for the administration 
of the regional medical complex program-was endorsed at the Senate hearings 
,by the Ametican Heart Association, the American Cancer Society, and the 
Association of American Medical Colleges. 

The American Heart Association, which is composed of 35&M physicians 
‘who are interest&d in heart disease, in addition t~40,000 pubiic-spir&d lay- 
men, was represented at the heartigs by its president, Dr. Carleton B. Chapman. 
Speaking to the issue of the best adminlsizative structure for the regional 
medical complex program, Dr. Chapmantold your committee : 

“The Institutes collectively represent a splendidly constructed syatmn, which 
has been built up over more than a decade and which seems ideally suited 
.for the implementation of the ‘regional complex&s proposal. This, after all, 
rests very critically and. predominantly as has been painted out, on the can- 
tinuing recruitment and. training of h&heat level clinlcal~ personneL At the 
Federal level, the. National ~Inatitutes. of Health can rightly claim expert 
knowledge of this part&Mar function and we believe this attribute can be 
turned to splendid accouut in, the administration of the regional complexes 
proposal. In addition, the established traditions of the Advisory Councila of 
the National Institutes Cvs HeaIth have been widely accepted and universally 
respected in the Nation. And just as important, the categorical nature of 
the National Institutes of Health still further..qualifles them, in our considered 
opinion, for administering? the regional oomplexes proposal, an important 
segment of which is also categorical.” 

Speaking for the 28 members of the President’s Commission on Heart Disease, 
Car&r, and Stroke may I axpress to ytibu, and to the members of the Senate 
Labor and Public Welfare Committee, our deepest appreciation for the op- 
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portunity to appear before you and to explain our detailed proposals for a 
major offensive against the three diseases which remain as the major threats 
to the health and well-being of Americans of all ages. 

If you need any additional material I, or my fellow members of the Com- 
mission, would feel privileged to supply it. 

Sincerely yours, 
MICHAEL E. DEBAKEY, M.D. 

The CHAIRMAN. Senator Yarborough. 
Senator YARBOBOUGE. Mr. Chairman, I have several questions. In 

view of the time, I would like, instead of asking one witness several 
questions, just to range these questions up and down the panel here. 

Dr. DeBakey, and you gentlemen on the panel, I want to express my 
appreciation for your action in comin 
demands upon your time that you f 

here. I cannot visualize all the 
ave left but, knowing the few 

experts there are in these fields, I know of the tremendous demand 
upon your time-day and night, at every hour, at every m inute. You 
have to allocate and do a certain percentage of what is requested 
of you. 

I realize- 
supervisory cp 

ulling you out away from this practice and from these 

for you. 
uties and all the many tasks you have--what it means 

We appreciate it very much and I wish 20 Senators were listening 
here. It is our task, as this small voup on this subcommittee, to try 
to carry through to the full commlttea some feeling of this urgency 
that you have given us about the need for this. I think what we 
have, of course, is just a token in the bill. I am thinking of pages 78 
through 83 of your report here and what you recommend 1s needed. I 
am thinking, in that context, we ought to do that. We are a 
in 

? 
, in this Government, $50 billion a year for defens+- 

propriat- 
h ‘7 to $50 

bil ion. This year it is about $6 billion for space. I have heard a 

f 
ood many complaints that the space sciences are bleeding scientists 
rom other fields and I think that even what you recommend here 

sounds lar 
sider all o f 

e to many Members of the Congress. But, when we opn- 
the billions we are pouring into space and defense, it 1s a 

modest amount., I would like to see all of It appropriated and we 
will do what we can. 

Now, you, I know, with your great demands on your time, m ight be 
lim ited but the organizations and associations to which you belong- 
of which you have become presidents1 want to make a suggestion or 
two about their efforts. 

Difficult as our problem is in the Senate, it is much easier than the 
problem in the House of Representatives or with the Bureau of the 
Budget. 

Under the leadership of this great and distinguished chairman, 
who has been on this committee for more than a quarter of a century, 
I have been on the Subcommittees on Education and on Health, for 
just 7 years. I have seen the eat 
those 7 years under his leaders ip, and not merely in health but.in ft 

progress that has been made in 

education, because the two fields overlap, as has been pointed out here 
in so many instances. 

For example, when we got the Health Professions Act through, that 
relieved some of the burden on the National Defense Education Act 
loans because the loans are larger to a medical student than a student 
under the Nat.ional Defense Education Act. 
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So there is overlap in the two subcommittees. 
We get bills out of this subcommittee and, under the leadership ,of 

this distinguished chairman, through the full committee and through 
the Senate and it is generally trimmed down there. That is nothing 
compared to what we strike when we hit the House of Eepresentatives. 
That is the real meat ax and they chop down. I have sat on these 
conference committees year after year where the Senate fighti I 
have seen the time when every Member of the Senate was fighting in 
the field of education, both Democrats and Republicans, for more 
liberal appropriations and more liberal authorizations and, right 
across the table from us? every Member of the House, both Democrat 
and Republican, was votmgto cut it down 

So we task for help at ,the other end of the Capitol. Cur jnrisdic- 
tion stops at a line right through the center of that dome. 

In the east front extension ,there is one room down on the .floor 
below the main rotunda where the conference committees meet and the 
line, right through the center of that table, is through the east and 
we&+&rough the center of the Capitol-and half of it is on the 
House side of the Capitol and half is on the Senate side. 

Now, after we get this authorization, we have great frustrations 
from the 3urea.u ,of the Budget. We get messages year after year 
from all administrations asking for glowing things. 

Then the Bureau of the Budget comes along and cuts the life out 
of them. They say they cannot cut our appropriz&ions but they turn 
around to the department and say, “You can’t spend what is appro- 
priated,” so it is further whittled down. You will get more reason- 
able treatment in the Senate than you do :in the House and the Bureau 
of the Budget so, despite all your sacrifices and time to come here, 
we ask for your help in these two other branches of the Government. 

Dr. Farber, your statistics state that of 300,000 who die of cancer 
each year, 100,000 might have been saved Are those 100,000 the 
ones who might have been saved with medical knowledge now known 
if you could get this medical knowledge into the hands of every 
practitioner and every small hos@ital, every clinic, all over the land? 

Dr. FARBER. Senator Yarborough, yes; that is what I meant. 
This would include earlier, far earlier diagnosis than is now the 

case so the sur 
radiotherapy o F 

eon has a better opportunity ; greater application of 
the most modern kind and the use of chemical agents 

in combination with radiotherapy and with surgery. 
If we could combine early &agnosis with these new modalities 

of treatment, I feel certain that the reduction would be of the order 
of magnitude that I have mentioned. This is a considered statement. 

Senator YARBOROUGIZ. What percentage of the radiotherapy being 
administered today, in your opinion, is by technicians who are ade- 
quately trained in radiotherapy for cancer application ? 

Dr. FAZBER. I cannot give you an exact 
this: There is a great shortage of highly I? 

rcentage, but I can say 
s illed men in the field of 

radiotherapy. This has been recognized by the National Cancer Insti- 
tute and the National Institutes of Health in the creation of a program 
to train many more radiotherapists and radiobiologists. 

This is one of the great shortage areas so that, first, there are not 
enough trained men to do all of the radiotherapy which we would like 
in the finest manner. There are not enough institutions with the 



Ership of 
through 

I nothing 
mtatives. 
on these 
ights. I 
;hting in 
for more 
td, right 
jemocrat 

jurisdic- 

the floor 
; and the 
east and 
s on the 

3trations 
‘ter year 

life out 
hey turn 
s appro- 
: reason- 
: Bureau 
me here, 
?rnment. 
f cancer 
,000 the 
i known 
)f every 
le land? 
1t. 
now the 
ation of 
1 agents 

ldalities 
le order 
ttement. 
ty being 
tre ade- 

can say 
field of 
:r Insti- 
brogram 

are not 
nld like 
.ith the 

COMBATING HEART AND OTHER MAJOR DISEASES 147 

-- - 

proper therapeutic weapons in radiotherapy to carry this on. This 
is one of the areas which we hope would be remedied by the creation 
of these 20 cent,ers and the 200 cancer stations. 

Senator YARBOROUGH. Due to the fact of the lack of coordination, 
is it not true, out over the Nation, there are centers where there are 
no properly trained people in the treatment of radiotherapy for 
cancer and a man. who iust generallv handled X-rav machines, 
applies the X-ray b the shot? - ” 

Y 

Dr. FARBDR. That, indeed, is correct, Senator. I agree with you. 
Senator YARBOROUGH. I could pursue that further but I will not. 

I think we all know what we have in mind on that point and I think 
it pinpoints the necessity-one of the many necessities-for this pro- 
gram not only for the modest amount we put in this bill, in an effort 
to try to get something passed, but in the broader aspects of your 
report. 

I have a question. I want to commend you for getting this report 
and the staff in gettine: this report in a readable format. Will the 
others be similar e” - 

^ 

Dr. DEBAKEY. Yes. 
Senator YARBOROUGH. Let me recommend that it be in readable 

format. The wider the dissemination we have of this information, 
then the better the prospects for speedier enactment of this program 
and the speedier use of it. 

Dr. DEBAEXY. Thank you, Senator. I think you would be inter- 
ested to know that we attempted to give wide dissemination of this 
report and I have been tremendously heartened, as every member of 
this Commission, by the very favorable response that we have re- 
ceived about this report, both from the lay and the medical scientific 
communities of this country. It is perfectly obvious that the recom- 
mendations of this report are recognized as being needed, and urgently 
needed, and strongly supported. 

There is hardly a day goes by that I do not receive a telephone call 
or a letter from institutions wanting to know what they could do about 
applying for a center. 

Senator YARBOROUGH. Thank you, Dr. DeBakey. 
The CHAIFUAN. ‘Can I ask a question right there? 
Senator YARBOROUGH. Yes. 
The CHAIRMAN. Doctor, would not you like to have the reports of 

these subcommittees printed as a part of this hearing? 
Dr. DEBAKEY. Yes, we would like very much to have that. 
The CHAIRMAN. You do that. Be sure we have copies. 
Dr. DEBAKEY. I will see that you get copies. 
The CHAIRMAN. Reports of each one of your subcommittees, so we 

can have them printed as a part of this hearing. 
(The documents referred to appear as appendix A on p. 171.) 
Dr. DEBAKEP. I think the information and data available in the 

subcommittee reports, as I have in’dicated previously, some of which 
have never been available before, that have been compiled here, is of 
tremendous value, and many aspects of the planning stage that will be 
necessary later. 

Senator YARBOROUGH. These committee reports that we print have 
tremendously valuable information in them. 
nized at the time. 

Sometimes it is not recog- 
The members or ex-members throw their reports 



148 COBIBATIKG HEART AND OTHER MAJOR DISEASES 

away. The office is so cluttered they cannot keep them and they bf 
come scarce. I looked at a report last night, a report bv Presider 
Roosevelt when he had a Commission on American Archiiecture, an 
the report was printed as one of our green-backed doc,uments. The 
were lost or &own away, and now it costs $5.25 to get a copy of tha 

Architects recognize that many farsighted men had recommendr 
tions and they use the report. So while we will print this as a doct 
ment, I hope you gentlemen will print it in a form t.hat the publi 
will read and we will re.ad ourselves out of this fine print. I like thi 
attractive way in which this is gotten up. 

Since all of you are engaged in education as well as in your specia’ 
ties you know the problem you have in getting people to look at ir 
formation. 

Dr. Wright, you said one big problem is getting the cooperation c 
individual practitioners, to get away from their fear that these center 
are going to have Government medicine of some kind! and I think tha 
is a very important thing. Do you not think it is important also i 
we are to get this early diagnosis t.hat Dr. Farber has talked abou 
we have to have the cooperation of the medical profession, the ind 
vidual practitioner, who is out practicing alone? 

Dr. WRIGHT. This is terribly important, Senator, and it makes 
possible to apply already known knowledge with real tangible resulti 

As Senator Hill and perhaps other members of the committee knov 
we have been interested in the treatment of coronary attacks with ant 
coagulants for a good many years. 

Just as a tangible result of this, I would like to mention the figure 
that have just appeared substantiating our findings. These weI 
figures obtained by a 3-year study conducted by the British Medic: 
Research Council. 

Among the men who were in the study under 55 years of age, t.11 
death rate was 14 percent in those receiving anticoagulants, as con 
pared to 26 percent for those not receiving anticoagulants. 

Repeated heart attacks in those under 55 years of age, occurred i 
those treated with anticoagulants in 15 percent. In the untreated cas 
the same 3-year period, 62 percent developed additional heart attack 
It is an increase of four times. 

If we consider this in terms of hundreds of thousands of patient,; 
the difference between 15 as against 60 percent, can really produc 
an impressive impact on the problem. In patients over 55, the dij 
ferences were not so great. There was a difference between 1’7 an 
33 percent. These are the latest available figures based on a ver 
careful study conducted in the British Isles. 

This is just an example. If we have such information, and th 
physician in practice can apply it, and he has laboratories that 1: 
can depend upon, checking with the standardized laboratories I mer 
tioned, the whole pattern of this type of treatment in a communit 
can be changed. The communitv may be a small or a large one. 

Senator YARBOROUGH. Dr. Wright, your statement earlier about th 
international aspects and the need for getting this information tranr 
mitted between nations was brought home forcefully to me some year 
ago as a practicing attorney. 

I had a sunst.roke case and in trying to find information, a medics 
doctor was advising me, who was doing research, that the only plac 
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he could fmd information where research had been done or collected 
and printed was in a British medical journal of statistics they kept 
in the Euphrates area in Mesopotamia during JVorld War I, when 
they were losing so many men to sunstroke, they began to collect it 
and studied the figures. 

It 
That was printed, and it was the only place where it was printed. 
was not updated. It was in the late 1940’s, and I found it in a 

British medical journal. 
Dr. WRIGHT. This is a common experience. Any effort that is made 

to curtail the application of funds and resources for studies elsewhere 
in the world is shortsighted. 

We should emphasize international studies and communication and 
increase them because, what is developed elsewhere is applicable to 
the American public. We ought to take advantage of this. There are 
excellent and highly productive research people all over the world. 

If we have good contacts with them, we get their results years before 
we might otherwise. 

Senator YARBXOUGH. Dr. Wright, on page 33 of your report where 
your recommendations for expenditures are stated, I am referring to 
the sixth, seventh, and eighth columns on undergraduate training, 
National Institutes of Health, for graduate training grants, and in 
the third, clinical fellowships and investigatorships. You would spend 
more money there than on any of the other categories, I noticed. 

Dr. WRIGHT. The others are essentially in operation. 

I 

Senator YARBOROUGH. This is the bii gap then ‘? 
Dr. WRIQHT. But the clinical fellowships have never been developed 

at all, so we would be starting from scratch here and, therefore, we 

; 

need more funds to get started in these areas. 
Senator YARBOROUGH. In the panel yesterday some people men- 

tioned moonlighting, wrne people doing this work often having to do 
I work on a night job in order to earn a living. I assume this is more 

( 
acute in this area because of lack of programs. 

Dr. WRIGHT. It certainly is important. I think they ought to be 
doing their moonlighting learning more medicine rather than driving 
buses or something like that. 

Senator YAREKJROUGH. I agree with you. 
Dr. WFUGHT. Buses are important for public transportation but for 

a person who is a highly trained individual preparing for a profes- 
sional career, this is not the kind of moonlighting he ought to be doing. 

Senator YAFCBOROUGH. Absolutely. Let me ask you, Does not this 
take more years of training than most of the space sciences? Our 
scientists working in space? 

.Dr. WRIGHT. If you include the total education, actually today when 
a man starts in undergraduate arts college he really has to be beginning 
to prepare himself for a medical career. If he is going to be efficient 
about it, he must t.ake mathematics and chemistry and physics, biology, 
and allied subjects to prepare himself. There are 4 years. 

If he has 4 years of medicine, t,here are 8 yea.rs. 
there are at, least 3 years more. There are 11 years. 

If he has a residency, 

Then if he should go into training to become a specialist in his field 
the total is 13 or 14 years. 
enough. 

We must have funds to pay these people 
By that time they have families and other responsibilities, 

and they should lead a normal life. 
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Senator YAFUSOROUGH. I am hopeful that our committee--- 
Dr. WRIGHT. I hope we will develop this plan and get it operatic 
Senator YARBOROUOH. I hope our committee will in the bill befc 

it is finally through bring out all you have requested in those fielc 
We will see what success we have. At least we will never pass it unlc 
we bring it out of our committee and make a fight for it on the floor 
the Senate. 

Dr. WRIGHT. Thank you, Senator. 
Senator YARBOROUGH. You have my help on this, Mr. Chairman. 
You mention that experimental models of hearts have already be 

tried in man. That has been temporary while an operation was 
process or have you actually implanted a whole experimental model 
a hear-tin aman? 

Dr. WRIGHT. I would like to ask Dr. DeBakey to speak on this 
this noint. since it is more in his field than in mine. 

S&nator YABBOROUGH. Dr. DeBakey. 
Dr. DEBAKEY. Specifically I can speak about this authoritative 

since that refers specifically to a clinical case which I had. This 
not an artificial heart to replace the heart but rather to suppleme 
the heart. There are programs now being supported by the Nation 
Heart Institute, and we, among others, are involved in this resear 
program, and I can tell you from the experience that we have had th 
this is a feasible objective. An artificial heart both to replace the fur 
tion of the heart in terms of its pumping mechanism and to suppleme 
that function, i.e., to support it temporarily, constitute a feasible a 
jective which we are intensively investigating; and there are a numb 
of us who believe that if we can promote this program as intensive 
as we would like, bringing all the skills and knowledge from the 0th 
physical sciences, particularly engineering, electronics and the like, th 
we can perfect a model that can be used and applied to human beins 
Actually we are now able t.o apply them in experimental animals, n 
on a permanent basis, but we can put them in experimental animals al 
replace the function of the heart quite effectively for a short peric 
of time. 

We would hope to have this within the next 5 years, but it w 
require a far greater expansion of effort than we are Futtmg into it 
the present time. 

Senator YARBOROUGH. Or it will require more research money 
well as manpower. 

Dr. DEBAEEY. Exactly. To be able to bring the skills and know 
edge of other sciences in& this program, which we are unable to ( 
now as we would like. 

Senator YAREZOROUGH. A corollary question : You state, Dr. Wrigl 
that kidneys, livers, lungs, and recently lungs, have been transplanti 
into man from primates or from man to replace diseased orgar 
Have you transplanted entire hearts into a man? 

Dr. DEBAKEY. Well, there has been one done, one case that T 
know about. We personally, I personally, have not, and we have n 
in our institution, but there has been one that has been done which w: 
only succ.essful for a short period of time. 

Senator YARBOROUGH. An entire heart from a primate? 
Dr. DEBAKEY. Yes. 
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Dr. WRIGHT. Wasn’t the problem in part due at least to the fact 

t,hat the size of the heart of the primate was not adequate for man? 
That was one of the things. 

Dr. DEBAKEY. Of course, the more fundamental problem still exists. 
There is the problem of the rejection phenomenon. This is a funda- 
mental problem which has not been completely solved. We can sup- 
press this in certain areas. We have patients of our own, as well 
as ot,hers, with transplanted kidneys now going well over a year, and 
these people are leading a reasonably normal life, and working and are 
rehabilitated. 

- 

How long we can keep this going we do not know, but there are more 
hopeful sipns about this all the time. This is why, in a sense, research 
m&t undergird this whole effort. 

_ 

Senator YARBOROUGII. Dr. Meyer, while you were testifying you said 
4002000 new stroke cftSes a year. Is this percentage in relation to the 
entlre population increasing each year, declining, or is it stationa.ry, 
the percentage of people with strokes a year? What 1s happenmg 
there Z 

Dr. MEPER. If vou analyze the data as an overall trend in the U.S. 
population, stroke is increasing. However, if you take certain seg- 
ments of the population there is some promising news. Males, for 
example, around the age of 65 in the past decade who have been re- 
ceiving control of their blood pressure, the incidence of stroke m this 
particular treated group is decreased. 

Now, that is my interpretation of the statistics. I could tell YOU 
that the answer to your question is that the overall incidence 1s gomg 

up of strokes, but there is a certain group in which it is gomg down, 
and there is some argument about why, and I think it is because of con- 
trol of blood pressure. 

Senator YARJSOROUGH. Of course, with increasing longevity of people 
you will have more strokes. 

Dr. MEYER. That is true. 
Senator YARBOROUGH. If we limited this to people under 75 or under 

70, is the percentage of strokes increasing in that group ? 
Dr. MEYER. Yes, but in the younger age group, there is some evi- 

dence, sir- 
Senat,or YARBOROUGH. Say 758 
Dr. MEYER. In this particular, if you don’t mind, if I take it down 

a decade below that, below 65-- 
Senator YARBOROUGH. Sixty-five. 
Dr. MEYER. With the management of hypertension in the young 

group the incidence is decreasing, I think, not increasing. 
Senator YARBOROUGH. Dr. Rusk, the $148 million that you mention, 

is that for rehabilitation clinics alone for 1 year or the full 5 years. 
Dr. RUSK. That is the full 5 years on the two programs, the legisla- 

tive one and, the increased appropriations for ongoing programs, in 
training primarily. 

Senator YARBOROUGH. That was not in this report. 
Dr. RUSK. No. It is in the backup document in detail. 
Senator YARBOROUGH. That will be in the record. 
Dr. RUSK. It includes the support of these four new facets of the 

legislation that, hopefully, will come in a special bill. 
One point that has not really been mentloned in the testimony is t.hat 

in the report the recommendations for certain bioengineering activi- 
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ties, some specifically in the field of rehabilitation and others in the 
general field of instrumentation, I think all of US realize every day 
that there needs to be closer cooperation and understanding and re- 
search between the biologist, physician, and the engineer, and we find 
this especially true in our field in the development of new devices and 
material and so forth. 

We have patients now totally paralyzed, arms and legs, who, be- 
cause of the artificial muscle and b eletronic or carbon dioxide motiva- 
tion are carrying on full-time jo s where their brain is needed and i!i 
their hands are not. 

I think that this is one very great area of the future so far as 
research and development is concerned. 

Senator YARROROUGH. Thank you, Dr. Rusk. 
Gentlemen, I want to mention one point which has been discussed 

some, not publicly like this, but I think that we might as well bring 
it out, about this bill. 

There have been some fears expressed by people connected with 
some of the great clinics of the country that this bill as now written 
rather straitjackets them, that the medical schools will have a grip 
on them, and some people connected with these great clinics point 
out in the earlier stages of cancer research that medical schools would 
do little about it, would hardly take patience, especially if it was 
thought to be incurable. They would not give them a bed. These 
great research institutes over the country have added a great deal, 
and of course, you know better than I what they have done. 

I won’t take time to tr to recite any of that, but I just mention 
this pdint because this is eing talked about, and I would like to ask & 
for your recommendations, not immediately but in the solution of this 
before we come to consider this bil!, to be certain that. there are. such 
safeguards that you will have their full cooperation in the passage 
of the bill. 

Dr. DEBAKEY. Well, Senator Yarborough, I think if one carefully 
reads the bill there isno limitation in this regard. 

Senator YARBOROUGH. Pardon me. 
Dr. ~B~KEY. I say if one carefully reads t,his bill it does not 

restrict the centers to these institutions. It names a number of differ- 
ent kinds of institutions, and I would think the most important 
element, in developing a regional center is the potentialitv and? par- 
t,icularly in terms of personnel available that are in thai center for 
that purpose. 

Senator YARBOROUGH. I think, perhaps, that was accentuated by 
some of the charts exhibit’ed during the hearings showings that medical 
schools and other things had no place for these instit,utes, which they 
list as a factor in this complex. 

Dr. Rusk, in this rehabilitation you mentioned the work on re- 
habilitation earlier, people who have had canc.er cures, cured by 
amputations of considerable portions of their body. Is tElere a snving 
of money with this, when you take the amount of monev to reb:,bilitate 
these people? Have you saved money for the economv? This is a 
pretJ;v hard, coldblooded question. You have saved a ‘man, ~011 re- 

habllltated him for his life but we have had that, question aiked us. 
Are you actually. saving money for the economy when YOU do this? 

It is not my questlon but people have asked us thisquestiol;. 
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Dr. RUSK. We have had figures from last year that 19 percent of 
those rehabilitated were on public assistance or in public institutions 
before they were rehabilitated and returned to work. After the aver- 
age cost of rehabilitation was less than a year’s welfare payment, 
which was a continuing thing that went on year after year. 

These two 
7 

entlemen that I spoke of, which is the most radical 
example I cou d have given you, am in their early forties. I think 
both of them will go back to work. It is going to cost not too much 
to rehabilitate them except in the develo ment of the new type of 
prosthesis, but I will give you an example o P this. 

Eight years ago we had a boy brought up from Bolivia with no 
arms and legs. 
walk, 

We developed legs for this child and taught him to 
He is now in junior college m California. 

But because we invested the money, because these legs were de- 
veloped, when the thalidimide babies came-5,000 of them in Germany, 
and thank God we had only a handful here-we had legs that could 
be the pattern for the fitting of these children. So it is not just what 
you invest in these two pat.ients, it is what you invest in all the patients 
coming on for the future. 
price tag on human life. 

I think you have to say, too, what is the 

Senat,or YARBOROUGH. Well, 1 was asking this question which has 
been asked about taxes. Actually taking these people off relief rolls, 
would not there be a saving of money from the standpoint of the 
public tax roll ? 

Dr. RUSK. A terrific saving. As I pointed out, for every dollar 
spent, $5 come back in Federal income tax alone in the first 5 years of 
rehabilitation. 

Senator YARBOROUGH. Money comes back by taking these people off 
relief and making them viable portions of the whole community life. 

Dr. RUSK. That is correct. 
Senator YARBOROUGH. Dr. Wright, there is one more thing-time has 

run out-you touched on this more than anybody. In enlisting the 
efforts of the practicing physicians, how would these arrangements 
work bet,ween the diagnostic stations and the medical complexes? I 
do not want to prolong this, but if you would just tell us briefly. 

Dr. WRIGHT. Yes. 
bring this about. 

It seems to me that the station is the key area to 
The station should provide one to five people who are 

really knowledgeable in an speciality. They should act as a focal 
point of education, continuing education in the community service 
are.&. 

But there atCitude makes a big difference. If they adopt the atti- 
tude that the doctors, the practitioners cannot continue to follow and 
care for their cases, this sets up a very bad relationship, and could do 
more harm than good. 

If they take the attitude that “we are providing you with a service, 
Doctor, and we will help you with your patients in any way that we 
c.an do so, you bring the patient in, we will do the electrocardiogram, 
we will help you with fluoroscopy, we will help you to interpret, we 
will help you with the basic treatment. 
to go to a hospital for o 

If your patient should have 

the patient comes back, 1 
en heart surgery, we will help you, and when 
e is your patient,” the impact of the program 

is entirely different and implemented then with a good spirit. 
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At every level we should bring this spirit about. Otherwise, the 
whole program can really got fouled up in a small community. 

The Commission has rightly taken the attitude that we must help 
the practitioner apply modern medical science to the care of patients. 

Dr. DEBAKEY. Senator Yarborough, may I just add, in respect to the 
role of the private practitioner, that we consider him to be an active 
participant in this program. We believe that this program provides 
one of the best educational mechanisms for keeping him up to date 
with what is going on in medicine, and keeping him up to date 
with the most recent up-to-date knowledge in these special fields. He 
will then have a better opportunity to maintain his continuing edu- 
cation. 

Senator YARBOROUQH. Dr. Wright pointed out earlier the danger 
of that individual practitioner becoming obsolete in his own profes- 
sion if he did not keep up. 

Dr. DEBAKEY. That is right. 
Dr. WFCCGHT. I think one of the biggest challenges to medical edu- 

cators today is the prevention of early obsolescence of their gradu- 
ates and this means that at medical school level and from then on t.he 
students and the graduate doctors must be inculcated with the concept 
Fhat their education never stops, it cannot stop. They must be tied 
mto a continuing educational process in order to avoid this, in order 
to provide them with the tools, the intellectual as well as technical 
tools, to equip them to give the best service. 

Senator YARBOROUGH. Dr. Farber. 
Dr. FARBEFL May I add one word here to another aspect of the 

relationship of the doctor in practice to all of this? If vou scratch a 
doctor you find a frustrated research man, and this <ill afford an 
opportunity for the doctor in practice to help in the gathering of 
vitally needed information concerning the action of drugs and chemi- 
cals, for example, workin g as part of an experimental design created 
by the regional center and the medical complex in association with 
all of the other regional centers and medical complexes in the country, 
and the NIH, let us say, through the station to the community hos- 
pital, to the doctor in practice, and that doctor in his way will not 
only have a chance to have a c0ntinuin.g education by giving his 
patients the benefit of something which 1s new which he otherwise 
could not give them, but he has an opportunity also have the satisfnc- 
tion of contributing to the acquisition of new information. 

Senator YARBOROUGH. Thank you. 
Dr. Rusk indicated he had something to say. 
Dr. RUSK. I just wanted to mention that the second volume, the 

@Aup document of the Subcommittee on Communications, has gone 
mto this in great detail, including a program of the new transitorized 
type of apparatus which lays back 8 millimeter films and some of 
which have already been eveloped, so this is a postgraduate course B 
for doctors that can be made available to them right in their office, 
which is also a part of the thinking and the planning and the recom- 
mendations. That is detailed in volume II. 

Senator YARBOROUOH. That will enable that doctor to be as modern 
as the most modern hospital. 

Dr. RUSK. Carry on right in his own office a continuing postgradu- 
ate program. 
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Senator YARBOROTJGH. I congratulate you, gentlemen, on the achieve- 
ment, your leadership, and for your taking those achievements and 
trying to broaden that which you know so it would benefit the whole 
people, and as Dr. Wright said, humanity. 

Thank you very much for the time you have taken to educate us 
here. We hope we can transmit some of this to the Seunte. 

The C HAIRMAN. 
mi 

I think they demonstrated this morning they are 

8 
hty good educators. 
enator Y-4RBOROUOH. 1 think SO, too. 

Dr. DEBAEEY. Senator Hill, may I say as a final word to express on 
behalf of all of us here and on behalf of the medical scientific com- 
munity in this country that we should like to express our grateful ap- 
preciation to you, Senator Yarborough, and to other members of your 
committee for the yeoman work that you have done in providing the 
leadership and the strong support for these humanitarian goals. We 
deeply a 

The cp 
preciate it. 

HAIRMAN. Dr. DeBakey, Dr. Farber, Dr. &1eyer, Dr. Wright, 
and Dr. Rusk, we certainly feel deeply grateful to you for the mag- 
nificent work, dedicated work, that you all have done on this Com- 
mission. 

As-Senator Yarborough has said, it is not only service to our people 
here m America, but it IS a service to all of mankind, and surely we 
want to thank you and express our deep appreciation for the very 
fine, most informative and most challengmg and inspiring testimony 
that you ha.ve brought us here this morning. We are deeply grateful to 
you. Thank you very, very much. Thank you. 

At this point in the record I will place a list of the members of the 
President’s Commission on Heart Disease, Cancer, and Stroke. Fol- 
lowing that exhibit will appear a number of communications and stntc- 
ment.s that have bee.n received to date. 

(The exhib3ts referred to follow :) 
MEMBERS OF THE PBESIDENT'S COMMISSION ON HEART DISEASE, CANCER, AXD 

S~R033 

CHAEMAX 
Dr. Michael E. DeBakey, professor and chairman, Department of Surgery, 

Baylor University College of Medicine, Houston, Tex. 

MEMBER6 
Dr. Samuel Bellet, professor of clinical cardiology, Graduate School of Medicine, 

University of Pennsvlvania. Philadelnhia. Pa. 
Xr. Barry gingham, editor a&d pubi~&~~&&ville Courier-Journal, Louisville, 

KY. 
Mr. John M. Carter, editor, McCall’s magazine, New York, N.Y. 
Dr. R. Lee Clark, director and surgeon in chief, the University of Texas M. D. 

Anderson Hospital & Tumor Instctute, Houston, Tex. 
Dr. Edward W. Dempsey, former dean, School of Medicine, Washington Uni- 

versity, St. Louis, MO. Resigned on September 28, 1964, to become special 
assistant to the Secretary (health and medical affairs), U.S. Department of 
Health, Education, and Welfare, Washington, D.C. 

Dr. Sidney Farber, director of research, Children’s Cancer Research Founda- 
tion and professor, Harvard Medical School, Boston, Mass. 

Dr. Marion S. Fay, former president and dean, the Women’s Medical College 
of Pennsylvania. Philadeluhia. Pa. 

Mr. Marion B. Fol&om, direcior, Eastman Kodak Co., Rochester, N.Y., and former 
Secretary of the U.S. Department of Health, Education, and Welfare. Wash- 
ington, D.C. 
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Mr. Emerson Foote, former chairman of the board, McCann-Erickson, Inc., Ne 
York, N.Y. 

Gen. Alfred M. Gruenther, immediate past president, American National Rt 
Cross, Washington, D.C. 

Dr. Philip Handler, professor and chairman, Department of Biochemistry, Dul 
University Medical Center, Durham, N.C. 

Mr. Arthur 0. Hanisch, president, Stuart Co., Pasadena, Calif. 
Dr. Frank Horsfall, Jr., president and director, Sloan-Kettering Institute fa 

Cancer Research, New York, N.Y. 
Dr. J. Willis Hurst, professor and chairman, Department of Internal Medicin 

Emory University School of Medicine, Atlanta., Ga. 
Dr. Hugh H. Hussey, director, Division of Scientific Activities, American Me 

ical Association, Chicago, Ill. Resigned as of September 5, 1964, to becon 
special consultant to the Commission. 

Mrs. Florence Mahonev. cochairman. National Committee Against Mental Illnee 
Washington, D.C. ” ’ 

Dr. Charles W. Mayo, emeritus staff surgeon, Mayo Clinic, Rochester, Minn. 
Dr. John S. Meyer, professor and chairman, Department of Neurology, Wayr 

State University College of Medicine, Detroit, Mich. 
Mr. James F. Oates. chairman of the board, Eauitable Life Assurance Societ 

New York, N.Y. 
_ 

Dr. E. M. Papper, professor and chairman, Department of Anesthesiology, Cc 
lege of Physicians and Surgeons, Columbia University, New York, N.Y. 

Dr. Howard A. Rusk, professor and chairman, Department of Physical Medicir 
and Rehabilitation. New York University Medical Center, New York. N.‘ 

Dr. Paul W. Sanger, surgeon, Charlotte, N.C. - 
Gen. David Sarnoff, chairman of the board, Radio Corp. of America, New Yor 

N.Y. 
Dr. Helen B. Taussig, emeritus professor of pediatrics, Johns Hopkins Un 

versity, Baltimore, Md. 
Mrs. Harry S. Truman, Independence, MO. 
Dr. Irving S. Wright, professor of clinical medicine, Cornell University, Med 

cal College, New York, N.Y. 
Dr. Jane C. Wright, adjunct associate professor of research surgery, New Yor 

IJniversity School of Medicine, New York, N.Y. 

Hon. LISTER HILL. 
U.S. SENATE, 

February 12, 1965. 
Chairman, Szlbcommittee on, Health, 
Committee on Labor and Pztblic Wetfare, 
U.S. Senate, Washington, D.C. 

DEAR LISTER : I am very much interested in the hearings you are now conduc 
iug on S. 596, to establish a realistic plan to combat heart disease, cancer, strok 
and other major diseases. I am familiar with the report of the President 
Commission on which the present legislation is based, and I commend you fc 
introducing S. 596, and for so promptly holding hearings on it. 

The American people, I am confident, will strongly support and apprecial 
any practical program to help reduce the toll these diseases now take. Hea: 
disease. cancer. and strokes are resnonsible for over 70 nercent of the deatl 
in this’country. Because of them close to $30 billion is lost each year in prl 
ductivity and in taxes due to premature disability and death. Their contra 
and eventual elimination, will be one of the greatest boons which could come 1 
mankind. 

We must continue to onen UD everv nossible line of research which will dl 
relop new scientific knowledge ‘to combat these diseases, and to make availab 
to all people in all parts of the country the new and existing lifesaving knowled& 
we possess. We must do this without interfering with present medical patter1 
or professional practices. or with the administration of existing hospitals. S. 62 
has been drafted skillfullv to meet all of these criteria. 

I am particularly enthusiastic about the provisions of the bill to establis 
32 multipurpose regional medical complexes throughout the country. Such con 
plexes would bring the latest methods of prevention, diagnosis, treatment, an 
cure of major diseases within the reach of millions who do not now have theE 
benefits. 
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It is my understanding that these new complexes will be associated with 

medical schools, teaching hospitals, medical centers and other already estab- 
lished oublic or nonnrofit institutions. I would like to make known, therefore, 
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in these iirst congressional hearings on the multiple-purpose regional medical 
complexes, the interest of the University of Utah Medical School, with its new 
teaching hospital, in being selected as the site of one of the complexes. The 
qualifications of the school for such a selection are unquestioned. 

The College of Medicine of the University of Utah is the only functioning 
medical school between Denver and the Pacitic coast, and between the Canadian 
and Mexican borders. It has established an enviable reputation for excellence 
in all three major phases of medical school activities; namely, education, re- 
search, and patient care. It is already participating in a considerable degree 
in regional aspects of medical education and care, especially through its post- 
graduate medical education division and through participation of its faculty in 
meetings to evaluate the standards of care. It is a logical, natural site for a 
medical complex of the type contemplated in this bill. The location of such 
a comnlex at the Universitv of Utah Medical School would simuly be expanding 
and making more effectiveihe work already being done there, and make it pas- 
sible to reach more people not only in all of Utah but in several surrounding 
States. 

I have been in touch a number of times about this proposal with Dr. Kenneth 
B. Castleton, dean of the Utah Medical School, and he has assured me of the 
great interest of the school in the proposal, and in having a possible role in 
it. He feels, as I do, that through it the schools could render an even greater 
service to the people of the area. 

In closing, let me stress again my support of S. 596, and to offer my assistance 
in getting action on it in the U.S. Senate at the earliest possible date. 

Sincerely, 
FRANK E. Moss. 

IIOn. LISTER HILL, 

AMEFXCAN HOSPITALASSOCIATION, 
Waslhgton, D.C., Pebruary 16,1965. 

Cl/airman, Committee on Labor and Public Welfare, 
U.S. Senate, Waskington, D.C. 

DEAR SENATOR HILL : This statement expresses the views of the American Hos- 
nital Association and its recommendations in resuect to S. 596. Heart Disease. 
cancer, and Stroke Amendments of 1965. This bill amends the Public Health 
Service Act so as to add a new title IX for the purpose of establishing regional 
medical complexes for research and treatment in heart disease, cancer, stroke, and 
other major diseases. 

The American Hospital Association applauds the overall purpose of this bill 
and the intent of the Federal Government to support further major efforts in an 
overall attack on these major killer diseases. The hospitals of America are, of 
course, acutely aware of the effects of these diseases upon individuals, their fami- 
lies, and the Nation. The entire health field, along with the Federal Government 
and the public, has been making substantial efforts in the alleviation of suffering 
caused by these diseases. We see this bill as a means of focusing national atten- 
tion in a coordinated manner upon heart disease, cancer, and stroke, and we 
support the purpose of this legislation. 

Before commenting in narticular on sections of the bill. we wish to uroiect the 
image we have as tothe detailed means of implementing the purposes-of the leg- 
islation. We believe it is essential that such an overall view be clearly under- 
stood by everyone at the outset. A group of prominent and widely experienced 
health administrators met and assembled all information available and discussed 
the bill in detail and the implications which the bill seems to have for both imme- 
diate and long-range health care in the United States. As we have summed up 
the primary function of this legislation, it is to establish a bridge between the 
science of medicine and its full application to the care and treatment of patients. 

ORQANIZATION 

Appropriate organization essential to carrying out the purposes of the bill is 
paramount. Three levels of health facilities are to be included in each indfvidual 
overall demonstration. In combination these facilities and services are seen as 

43-669-65--11 
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comprising a “regional medical complex.” The medical school and the medical 
teaching hospitals affiliated with the school form a “medical center,” which is the 
nucleus. This nucleus is seen as assuming primary responsibility in the adrance- 
ment of the program’s intent throughout the entire regional medical complex. 
There are at present SO medical schools in the country, and there are approxi- 
mately 200 hospitals affiliated with these medical schools. 

The second level in the regional comnlex. referred to as a “categorical research 
center,” we interpret as comprising the nonaffiliated approved teaching hospitals, 
of which there are approximately 600. These hospitals are teaching centers with 
medical intern and residency programs. They are the major source for the edu- 
cation of professional nurses and the primary sources for the teaching of many 
other of the health disciplines. 

The third level in the regional complex is referred to as the “diagnostic and 
treatment station.” In large measure these stations would be the smaller hospit- 
als spread throughout the Nation. They provide a focal point for medical care 
and treatment in smaller communities and make possible the concentration of 
services and facilities in behalf of the communitv in the most economic fashion. 
There are approximately 6,000 of these smaller hospitals. 

The above combination of facilities comprises the potential for the program 
in large measure. The complex would provide a means for funneling the pro- 
gram out into the largest number of health facilities and through them to the 
public as a whole. 

We believe it is well at the outset to start with a limited number of carefully 
nurtured total regional medical complexes and in keeping with what we believe 
to be the purpose of the bill to limit the program to only carefully selected cases 
in the disease entities to be included. Emohasis would be oulv uuon those cases 
which would be benefited by the various newer and promising types of treatment. 
Thus, the present program would make available the very latest advances and 
would bring the fruits of medical reSe2Wch to a limited number of patients at the 
outset. 

We believe, however, it would be a mistake’not to appreciate the enormous 
public pressure that will grow for the hroadenine of the uroeram. In this 
regard,-we see the intent of the bill to go far beyond the presenut~limited tate- 
gorical research program of the National Institutes of Health. At the start, 
the program would be directed toward demonstration of patient care related 
to training and research. The point we would emphasize is that the public’s 
expectation for expansion of the program to much more complete patient care 
demonstrations should be keat in mind. 

At the time the Federal Hospital Survey and Construction Act was started in 
1946, a coordinated hospital system was visualized. The organization and co- 
ordinating aspects of that system were in some ways very much like the pro- 
gram which is now being considered in S. 506. The coordinated hospital system, 
as visualized under the Hosnital Survev and Construction Act. failed to material- 
ize. Major reasons for this failure were a lack of any primary disease focus 
which would tend to stimulate coordinated efforts, a lack of financing directed 
toward coordination, and various aspects of human factors involved in such a 
coordinated program. We believe, therefore, that the provisions of this bill 
will go far to remove various problems encountered in the past. 

The Federal Government is at the present time providing financing and stimu- 
lation to regional planning of health facilities. Such endeavors are being 
organized rapidly throughout the country. These planning groups could well 
be helpful in accomplishing the purposes of the regional medical complexes 
proposed in this bill. 

ADVISORY GROUPS 

The bill proposes that advisory groups will be established for each regional 
medical complex. We have tried to visualize the most effective organization 
of such groups so as to accomplish the desired purposes of the bill. To be 
effective, the advisory group should be representative of each of the component 
levels of the regional medical complex. This will provide importantly for joint 
effort and cooperation of the medical school hospital group, the large teaching 
nonaffiliated hospital group, in the smaller hospitals in outlying areas. Most 
importantly, it will avoid the possibility of total domination by the medical 
schools in the complex which could well frustrate the total purpose of the 
program. 

We believe the function of the advisory group is most important to the RUC- 
cess of the whole idea, and we have therefore given particular thought to the 
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organization and function of the group. The advisory group could be estab- 
lished in a variety of ways and with varying functional authority. It could 
be one of three types of groups. 
in a simple advisory role. 

In the first, the advisory group would serve 
The second approach might provide for advisory func- 

tions and limited authority with perhaps veto power. In the third approach, 
the advisory group might be established so as to have statutory authority 
to approve and disapprove specific projects and programs. 
provides only for an advisory group. 

The bill, we believe, 

YANPOWEF$ 

Very likely the chief limiting factor in carrying out the purposes of the 
legislation will be the lack of the essential medical manpower. It is most 
fortunate that the Congress enacted Public Law 88-129 (Health Professions 
Educational Assistance Act) which will assist materially in meeting shortages 
of physicians particularly. The American Hospital Association strongly urged 
the passage of this legislation. It appears to us, however, that this program 
is moving very slowly and the total amount of funds appropriated by the Con- 
gress thus far will limit the potential accomplishments. We note that legisla- 
tion has been introduced to assist in the financing and operation of medical 
schools. 

Adequate numbers of well-trained professional nurses are also of fundamental 
importance to the successful accomplishment of the program. The Nurse Train- 
ing Act of 1964, which Congress passed last year, should be helpful in relieving 
the professional nurse shortage. 

The Federal Government h& for several years been assisting materially in 
the training of qualilied practical nurses and this group is also of great im- 
portance. 

In respect to the broad spectrum of paramedical personnel, efforts have been 
very slow. At nrcsent we do not know the national number of various rate- 
gories of paramedical personnel available. We do not have information on 
which to properly evaluate their preparation. Little is known as to the total 
numbers needed and little is known as to the sources of the education and 
quality of the training. We hope that efforts can proceed without further delay 
in obtaining information that is needed so that proper projections and planninfl 
mav follow. 

We would urge that a careful review be made of what is now being done in 
the overall health manpower picture ; and if additioual efforts and expenditures 
on the part of the Federal Government will assist in moving ahead more rapidly, 
we would hope that support will be forthcoming. It should hi ponsihle to in- 
crease substantially the effectiveness of already existing medical manpower 
through intensification of refresher training and of specialized training for 
selected physicians. We hope this will be given particular emphasis in this 
program as it develops under 5. 696. 

FINANCINQ 

In the experience of the hospital field, the flnanring of the patient care aspects 
involved in research and demonstration projects is often neglected. There seems 
to be far too little appreciation of the heavy financial burdens placed on special- 
ized departments of hospitals. 

The disease entities visualized for care nnder this bill involve the most costly 
procedures carried on in hospitals today. They cannot, therefore, be considered 
in terms of the usual or average costs of providing patient care. We wish to 
emphasize very strongly, therefore, that for all of those cases which are accepted 
for research training and care in the various units of the regional medical com- 
plex that the Federal Government commit itself to paying fully for all the 
services required by this group of patients. Too often the experience with 
Government research programs has developed problems becamse of widely 
divergent opinions as to which costs are training costs, which costs are research 
costs, and which costs are patient care costs. We feel that all three costs must 
be considered in total in insuring the success of this program. 

SPECIFIC COMMENTS AND RECONNENDATIONS ON 6. 596 

Section 900. Pvrposes 
We are pleased that this section would provide for “other major diseases” in 

addition to heart disease, cancer, and stroke with appropriate controls provided 
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elsewhere in the bill. There are various concurrent diseases which may affect 
patients’ treatment, and it is well to have this provision in the bill. 
Section 901. Axtkorixation of appropriation.? 

On nage 3. line 1. we urge that the word “hosnitals” be inserted imnretli:rtrlv 
follow&& the word’s “reaeirch institutions”. Though it no doubt ia intentled 
that hospitals will be included in the broad language, inasmuch an it is in hos- 
pitals where the program is in the main to be carried on, it is iml)ortant to name 
them sl)ecifically in the bill. 

In subsection (b), page 3, line 10, we believe the word “or” nlq,rarillc Ilet\\-een 
the words “l~l~rnnin,g” ‘ and “other activities” +hould be chnn,gctl to “;ititl”. This 
is necessary, we believe, to make perfectlv clear that bolh 1)l;lnning and other 
activities in connection therewith will he incluiled nnder the gr;!nt. 

In subsection (c), page 3, line 16, n-e strongly urge thiat this lrarapraph be 
rewritten as follows : 

“Funds appropriated pursuant to this title shall be ar-wilnblr to reimburse 
fully the cost of hospital, medical, or other care of patients (as determined in 
accordance with regulations) incident to research, training. and demonstration 
activities,” 

This rewording conforms to the suggestion we have already made that the 
entire cost of the services to patients accepted under this proprnln be paid for. 
Section 902. Definitions 

In subsection (d). page 5, as we have previously discrmsed, we wonld urge 
that to the fullest extent possible the smaller hospitals in the country be ntilized 
as “diagnostic and treatment stations.” It is at this level that. in large part, 
the discasr entities to be included in the program will be detected. JVe recom- 
mend. therefore that paragralm (d). page 5, line 2, be amended Ijy inserting the 
phrase “the hospital or unit thereof” instead of the phrase “of a hospital”. 
Scctiow 904. Grants for ptanniqg and clevclopnwwt 

In subsection (a), page 5, line 24, following the n-ords “resrarc*h institutions” 
we urge the insertion of the word “hospitals”. We believe this is essential in 
order to avoid unnecessary construction. In several areas of the country, metl- 
ical schools do not own and operate their own hospitals ; and to accomplish their 
purposes, they make arrangements with one or more existing hospitals in the 
area . We believe it would be unwise to force medical schools under these 
cirrumatnnres to construct their own hospitals. As previously mentioned, we 
believe the bill expects hospitals to be a primary entity in carrying out the 
program and it is essential, therefore, that they be named specifically. 

Subsection (1)) (2), (3), and (4), page G refers to “the applicant.” The bill 
contains no definition of an applicant. It is not clear Jvhrlher an applicant 
must be the medical center or whether it may be a clinical research center or a 
diagnostic and treatment station or whether it could be an entirely separate 
corporate entity. There are examples in the country of such entirely sellarate 
corporate entities functioning at the present time. 

We would urge that provision he macle for an “applicant” to bc any one of the 
three compnntnts of the complex proridetl so lnn g as all the requirements in 
respect to forming the complex and establishin g the necessary advisory com- 
mittee are met. 
8cctioit 004. Grants for establishing and opcratiotl of regional n~erlical complex&? 

In subrcction (a), page ‘i, line 11, immediately following the words “research 
institutions”, insert “hosl~itals”. Again we believe this is essential in order 
to give recognition to their primary function in the proposal. 
Section 90.5. Fntional Atlvisor?J Council on Aierlicul Complcsca 

In snbsectinn (a), page 0, line .5, we urge that “may” bc deleted and the rrord 
“shall” be inserted . . It is essential. we believe. that there be no doubt whatever 
as to the repuirement for the almointment of the National Adr-isorr Council. 

In subsection (a), page 9, line 11, followin, 0 the words “the medical sciences”, 
insert “hosl)itnl ndnlinistration”. Since most of the program will 1~ carried 
out in hospitals. there should be assurance that an appropriate authority in 
hospital administration be included ; and for the same reason, we believe that 
in line 15 at the end of the sentence there should be added: “and one shall be 
outstanding in hospital administration.” At the present time, the bill provides 
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We appreciate the opportunity of expressing the views and recommendations 
of this association on S. 596. We shall be pleased to be of all possible assistance 
to Your Committee in its development of the legislation. We request that this 
statement be made a part of the record of the hearings on the bill. 

Sincerely, 
KENNETH WILLIAMSON, 

Associate Director, American Hospital Association. 

STATEMENT OF THE AMEXICAN DENTAL ASSOCUTION 
The American Dental Association is pleased to have this opportunity to offer 

comment on S. 596, which would amend the Public Health Service Act to assist 
in comhating heart disease, cancer, and stroke. 

Certainly, the statistics relating to the incidence and mortality rates of these 
diseases are sobering. A combined total of more than one million people die 
annually because of them. Many additional millions suffer more or less per- 
manent harm to their health as a result of heart disease, cancer, or stroke. 
cost of these diseases is in the billions. 

The 
Any commitment to the total health 

of our people that the Nation makes must unquestionably include devoting a 
substantial amount of money and manpower to caring for and curing the victims 
of these diseases while at the same time working as rapidly as possible to 
disrorqr even better methods to contain, moderate, and even prevent their 
ravages. 

The dental profession’s interest in this legislation is not solely because of 
its commitment to the total well-being of the American people. In relation to 
the researrh and treatment renters concerning heart disease, the dentist has 
a vital professional concern for some forms of this disease, particularly that 
known as bacterial endocarditis. This true. involving damage to the valves 
of the heart, sometimes occurs because of’infection in the mo;th. Cooperative 
efforts in educating the medical and dental professions as to preferred methods 
of management of it bare been going on for some time between the American 
Dental Association and the American Heart Association. 

The dental profession’s concern with and responsibility for cancer is much 
broader in scope. It is especially important that when the treatment and 
research centers devoted to cancer are planned that appropriate emphasis be 
given to oral cancer. 

The incidence of oral cancer in the United States is approximately 30,000 
new cases per year. As of 1965, it is estimated by the American Cancer Society 
that 9,090 -persons are dying each year from this manifestation of cancer. In 
studies made as to the site of cancer, only the breast, lung, and uterus were 
found to have a higher incidence rate than does the mouth. 

What is even more serious is that the 5-year survival rate of oral cancer 
is worse than that for cancer in any other part of the body except the lungs 
and stomach. After 5 years, only 29 percent of those afflicted with oral cancer 
survive. 

Further, many of those few who do survive, live on at great cost. Deformities, 
ff any, and other undesirable changes resulting from the treatment for cancer 
of the breast. lune. uterus. stomach. and nrostate can be successfully handled 
‘so that society ingeneral is unaware of t6e physical changes in the individual. 
With oral cancer, this is often not possible. In many instances, deformities 
cannot be corrected or masked to assure the patient of an acceptable appearance- 
There is great difficulty in eating or speaking when the tongue or the floor 
of the mouth has been necessarily removed. There is a sudden and shocking 
loss of dignity and sense of stability for such people and severe psychiatric 
problems frequently develop as a result. In many instances, these people are 
institutionalized for the rest of their lives not because of the cancer so much 
as from the impact of its consequences. 

Considerable research is being conducted today in an effort to find the primary 
.cause of cancer and. the secondary factors relating to lung, breast, and uterine 
cancer as well as better methods for early detection and improved treatment 
in the form of radiation. surgery. and chemotheraDeutic agents. Once again, 
oral cancer is something df an %x&ption. Comparat&ely lit& research has been 
conducted on cancer of the mouth, The work to be done in the research centers 
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envisoned in S. 596 could and should be charged with substantial respon- 
sibility in this field. Most men conversant with oral cancer have great hope that 
the tragically low survival rate could be dramatically and swiftly raised through 
more widespread application of early detection and improved treatment methods. 
At the same time, the disfigurement that now so frequent-ly accompanies treat- 
ment can, in some way, be minimized or even eliminated. 

The American Dental Association, then, is deeply sympathetic to the goals of 
S. 596. But we would at the same time like to urge in the strongest possible 
manner that the establishments authorized in S. 596 be planned in such a way 
that they serve our people’s total health and that the considerations raised in this 
brief statement not only be given cai;eful consideration but br acted upon. 

TEE AMERICAN PCBLIC HEALTH ASSOCIATION, INC., 
Washington., D.C., Febmary l&1965. 

Hon. LISTER HILL, 
Ch,airman, Senate Committee on Labor and Public Welfa~c, 
New Senate Ofice Building, Washington, D.C. 

DEAR MR. CHAIRMAN: The American Public Health Association along with 
you has been pointing out for several years the serious facts recently highlighted 
in the report of the President’s Commission on Heart Disease, Cancer, and 
Stroke. We applaud the recommended dramatic crash approach to these major 
causes of death, and we are grateful to see that universities and medical schoo!s 
are to be involved in the fight in a direct way. They have much to offer, and we 
in public health have long wished for their greater participation in community 
health much as universities have for decades participated in agricultural 
programs. 

We have some misgivings about the mechanisms of application of services to 
communities as proposed.in the legislation since a.pparently the network of public 
health agencies (both official and voluntary), which have long been repressed by 
low budgets and most recently by fragmented and sporadic support, appears to 
have been overlooked. 

I am convening a small group of individuals experienced and especially com- 
petent in the delivery of health services to review this question of methods 
of nrouidinz services. This review will be done auickls but thoroughls, and 
ho&fully I-will be able to forward to you suggestions tb further im@&e this 
highly desirable legislation before it is finally enacted. 

Respectfully yours, 
BERWYN F. MATTISON, M.D.. 

EXCCTL tive Director 

Hon. LISTER HILL, 

AMERICAN MEDICAL ASSOCIATION, 
Chicrcgo, Ill., February 18,1.9&i. 

Chairman, Cmmittee on Labor and Public Welfare, 
U.S. Henate, Washington, D.C. 

DEAR SENATOR HILL: The American Medical Association wishes to expre.ss 
its appreciation to the Senate Committee on Labor and Public Welfare for making 
available to it an opportunity to appear on February 9, 1965, at the hearings on 
8. 596, the “Heart Disease, Cancer, and Stroke Amendments of 1965.” We regret 
that we found it necessary to inform you that we could not present the associ- 
ation’s views at that time. Because of the short notice given of the hearings, 
it was not nossible to accord this imnortant lenislation the uroner measure 
of consideration which it warrants. * 

Y A . 

We! are sure that this committee must apprediate the tremendous significance 
of the legislation before it. The purposes of it, namely to assist in combating 
heart disease. cancer and stroke. and other major diseases. are most laudatory. 
The eradication or control of such diseases, as well as of ail other medical affli& 
tions of man, has been, and continues to be, an active concern and goal of 
medicine. 

We deem it imperative that S. 596 be given consideration commensurate with 
the significant impact which it could have upon the cnur,se of medicine and upon 
the health needs of our citizens. 
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The association has initiated steps within its organization to give to S. 596 
a most careful analysis of its intent and the manner in which it is sought to 
be implemented and achieved. We cannot urge too strongly to this committee 
that this legislation raises considerations with far-rearhing ramifications and 
with a potential of far-reachin g effects upon the Nation’s health needs. The 
course to be charted must represent the most judicious employment of the Na- 
tion’s medical resources. 

Sincerely, 
F. J. L. BLASIXGAME, XD. 

GELVIN-HAUQHEY CLINIC, 

H~~.F~ANKCARLSOW, 
U.S. Senate, Washington, D.C. 

Concordia, Ram., Janzlary 14, 19G5. 

DEAR FRANK: In reviewing the many comments from newspaper articles and 
television speeches of future plans of the Johnson administration in establishing 
funds for clinical research in cancer and arteriosclerotic diseases, it is the desire 
of our group to establish such a research program. 

Dr. Haughey and I established the Gelvin-Haughey Clinic in 1951. Our long- 
range planning and thinking was to provide patients, as nearly as pussible,a 
comulete dianuostic medical center. This has been accomnlished in nart hv the 
addition of il doctors, most of whom are hoard certified- in the foliowing spe- 
cialties : Thoracic and urological surgery, obstetrics and gynecology, internal 
medicine, gastroenterology, and pediatrics. 

On November 1, 1957, the Gelvin-Haughey Clinic was accepted as a full mem- 
ber of the Smerican Association of Medical Clinics and has been a member in 
good standing since that time with several doctors acting on the national creden- 
tials and membership committees. 

Reports from the Kansas State Hospital Association show that the St. Joseph 
Hospital, Concordin. Kans., has been among the five leading hospitals in the 
State of Kansas in the number of cancer cases diagnosed and treated in the past 
5 years. From these reports you can readily see we are ideally located gee 
graphically for a research center, 

I wish to make this information available to you for future reference. If 
appropriations are made available for clinical research, this information will 
be in your files and will be available to the interested committees with your 
usual good support. Any further information which you feel would be desirable 
or advantageous. I will be moreathan happy to furnish. 

Most sincerely yours, 
E. R. GELVIN, M.D. 

U~IV~SITY OF MINNESOTA MEDICAL SCHOOL, 
DEPARTMENT OF PHYSICAL ~VEDICINE AND REHABILITATION, 

Minneapolis, Minn., Frbmarg 9, 1965. 
Senator LISmR HILL. 
U.S. Senate, Washington, D.C. 

DEAR SENATOR HILL: As your committee begins considering legislation for 
diagnosis and treatment of heart disease, cancer, and stroke, I would like to 
bring to your attention one of the most serious problems we face in trying to 
build better rehabilitation services for the disabled people of this country. 

Our medical schools across the country, with only rare exceptions, are con- 
tinuing to turn out thousands of young physicians who have gained no real 
comprehension of modern rehabilitation services and what they can mean to all 
of the disabled and chronically ill patients they will be caring for during their 
professional lives as physicians. Even our most highly rated medical schools 
provide little or no teaching of medical rehabilitation in the 4 years of medical 
school. The almost total emphasis on pathology and diagnosis of acute disease 
leaves the graduating medical student unprepared to care for the millions of 
cases of chronic diseases which can be improved by rehabilitation. It is only 
the few physicians who decide to go into physical medicine and rehabilitaftion 
as a specialty who have an opportunity, as part of their formal medical educa- 

I tion, to learn about medical management and con1 inuity of medical care. Unless 
something is done aggressively to overcome this deficiency at this crucial stage 
in the development of physicians generally, we are going to continue to face 
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almost insurmountable (and largely unnecessary) obstacles in coping success- 
fully with the problems of severe disability among the American people. 

I have inquired of the Vocational Rehabilitation Administration about their 
current efforts in support of undergraduate medical training in rehabilitation. 
Some time ago they undertook an extremely modest program to secure at least 
token attention to the indoctrination of medical students in rehabilitation con- 
cepts. At present they are making annual grants for this purpose to some 65 
medical schools and of this number over 75 percent of these grants are less than 
.$3U,OOO. In a few other schools their support goes as high as $100,000 a year, 
which brings this vital teaching to a level which is a little closer to the practical 
reauirements for this imnortant undergraduate teaching. You mav recall that 2 
years ago I and Dr. Frank H. Krus& recommended-to your committee that 
teaching grants of $200,000 per year be made to selected schools and that the 
number of grants be increased over the years as medical schools reorganized the 
curriculum so that they would be able to provide adequate teaching of medical 
rehabilitation. 

I know that you are quite familiar with the President’s Commission’s proposal 
to establish 32 regional centers for teaching, research, and services for heart, 
cancer, and stroke patients. Certainly this represents a laudable effort to 
advance diagnostic and curative medicine which will benefit untold thousands 
of patients. However, unless these centers encompass the teaching, research, 
and services for comprehensive management, including rehabilitation, they will 
fall far short of meeting the goals proposed by the Commission, and medical care 
will still remain inadequate for millions of disabled patients. In these three 
diseases we have an outstanding example of how it is possible to so focus our 
interest on diagnostic medicine that we completely fail to grasp the dimensions 
of these diseases in terms of the disability they produce. 

In particular, these proposed regional centers should be located at medical 
schools and should be focal points for teaching medical students the principles 
and techniques of rehabilitation while they are learning the other phases of 
diagnosis and care of heart disease, cancer, and stroke patients. This is an 
opportunity we should not miss. I should like to recommend that the bill which 
you and your committee report should include specific provisions for the Voca- 
tional Rehabilitation Administration to support an expanded program of under- 
graduate medical education in rehabilitation and to start immediately toward 
building this support on a level of $100,000 annually for all of the medical schools 
with whom the Vocational Rehabilitation Administration presently has such a 
grant relationship. In doing this we should give priority to those medical schools 
which have or will have a direct affiliation as one of the proposed 32 regional 
centers for heart disease, cancer, and stroke. Our objective should be to give 
this kind of support to every medical school as fast as they are able to organize 
and carry out the proper undergraduate teaching curriculum in rehabilitation. 

Furthermore the support to each of the established regional rehabilitation 
research and training centers should be increased to $1,500,000 annually so that 
they may expand their training of faculty members needed in other medical 
schools, provide leadership in the development of a comprehensive rehabilitation 
program. and in the aggregate represents a researrh effort in rehabilitation and 
chronic disease comparable to that of the named Institutes of the National In- 
stitutes of Health at Bethesda. 

The amount of funds involved here is not great in comparison with the size of 
the investments we are making in other aspects of health research and teaching. 
It can, however, have a major and continuing impact on the ability of our Na- 
tion’s physicians to do a much better job for their patients who become disabled 
from iniury or the many chronically disabling diseases. 

I deeply appreciate the many wonderful things you already have done to ad- 
vance medical care in this country, and I hope you will find it possible to take 
this important forward step. 

With all good wishes, I am, 
Sincerely yours, 

FREDERIC J. KOTTKE, M.D., 
Professor and Head, Department of Pltysical Medicine and RehaWitation. 
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Senator LISTER HILL, 

AMERICAN PHYSICAI, THERAPY ASSOCIATION, 
New Yorlc, N.Y., February 9,1065. 

Chairman, Senate Committee on Labor and Publk Welfare, 
U.S. Senate, Washington, D.C. 

DEAR SENATOR HILT,: The American Physical Therapy Association, as the sin- 
gular national professional organization for the more than 12.066 physical thera- 
pists in these United States, has basic concern with the health and well-being of 
our citizens. In this contest we have vital interest in the Heart Disease, Cancer, 
and Stroke Amendments of 1965 (S. 596) and request that this letter be read into 
the record of the hearings on this bill currently being held by Senate Committee 
on T,abor and Public Welfare. 

The American Physical Therapy Association supports and endorses the prori- 
sions of S. 596 as essential to meeting the needs for rehabilitation of the millions 
of our citizens afflicted by heart disease, cancer, and stroke, as well as other major 
diseases. 

This association through its constituent members has for more than 44 years 
provided specialized high quality treatment services, for both inpatients and out- 
patients, afflicted with crippling diseases, and has been the predominant allied 
medical profession involved with the rehabilitation of persons with strokes. 

Physical therapists have contributed through basic and clinical research to the 
body of knowledge concerning the evaluation and treatment of the stroke victim. 
Furthermore, they have extensive experience in conducting and participating in 
training and demonstration activities in this area. 

For the aforestated reasons the American Physical Therapy Association makes 
the following recommendations concerning S. 596 : 

1. That the regional medical complexes be established in areas in which ap- 
proved schools of physical therapy exist. If no such school exists in a region, 
that consideration be given to the development of a physical therapy school in 
association with the medical school. 

2. That consideration be given to the requirement that physical therapy be 
represented in the designation of regional advisory groups. 

3. That the provisions for construction of facilities as defined in section 902(f) 
include the physical therapy service departments and physical therapy training 
facilities. 

4. In view of the fact that participation and cooperation of physical therapists 
is essential to the success of the proposals contained in S. 596 and inasmuch as 
physical therapy is one of the leading medical sciences involved in the treatment 
of heart disease, cancer, and strokes, we recommend that the Surgeon General 
be advised to appoint a member of the American Physical Therapy Association 
to the National Advisory Council on Medical Complexes. 

We hope that these recommendations will receive the serious consideration of 
your committee. 

Sincerely, 
MABY ELIZABETH KOLB, President. 

IJST OF SCIENTIFIC PAPERS PUBTXSHED BY DR. HENRY G. HADLEP, AND ON FILE 
IN TIIE COMMITTEE FOR TIXE USE OF ITS MEMZIEERS IN CONSIDERINQ S. 596 

1. The Reason for the Failure of Cancer Research. 
2. The Krebiozen Episode and Cancer Research. 
3. Environment and Micro-Organisms in Neoplastic Disease. 
4. Micro-Organisms, Cellular Immunity, and Neoplastic Disease. 
5. Serological Reactions and Neoplastic Disease. 
6. Bacterial Immunity and Neoplastic Disease. 
‘7. Evolutionary Theory and the Etiology of Cancer. 
8. Cancer and Plant Tumors. 
9. Cybernetics, Micro-Organisms, and Neoplastic Disease. 
10. The Correlation of Bacterial Immunity With Neoplastic Disease. 

Senator LISTER HII,L, 

AMWCAN HEART ABSOCIATJON, INC., 
New York, N.Y., February 241965. 

Charmnn, Commitfce on Labor and Psbic Welfare, 
Senate OQice l3uilding, Waahingfolz, D.C. 

DEAR SENA*~OR HILL: The American Heart Association recently offered testi- 
mony before the Subcommitee on Health on S. 596 (regional medical complexes) 
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and was grateful for the opportunity of placing its views on record. We hope 
you will advise us if there is any other action we can appropriately take. 

Meanwhile, I am taking this opportunity of acquainting you with the com- 
position of the study commission I appointed for the purpose of examining the 
bill (S. 5Q6) and establishing the main points of our testimony. It consisted of 
the following members : 
Dr. Robert Glaser, chairman, Affiliated Hospitals Center, Inc., Boston. 
Dr. Robert Wilkins, professor of medicine, Boston University Medical School, 

Boston. 
Dr. James V. Warren, chairman, Department of Medicine, Ohio State University, 

Columbus. 
Dr. A. McGehee IIarvey, professor of medicine, Johns Hopkins University, Balti- 

more. 
Dr. Sherman M. Mellinkoff, dean, UCLA Medical School, Los Angeles. 
Dr. John R. Hotness. dean, University of Washington Medical School, Seattle. 
Mr. Jesse R. Fillman, bhoate, Hall & Stewart Boston. 
Dr. Houston Merritt. vice aresident for medical affairs and dean. Columbia Col- 

lege of Physicians and Surgeons, New York. 
Mr. Philip P. Ardery, Kentucky Home Life Building, Kentucky. 
Dr. Lindsay E. Beaton, Tucson. 
Dr. Francis L. Chamberlain. clinical professor, University of California School 

of Medicine, San Francisco. 
Dr. Carl V. Moore, professor of medicine, Washington University, St. Louis. 
Mr. Quigg Newton, Commonwealth Fund, New York. 
Dr. Elvis J. Stahr, Jr., president, Indiana University, Bloomington. 
Dr. Carleton B. Chapman, professor of internal medicine, Southwestern Medical 

School, University of Texas, Dallas. 
Mr. Rome A. Betts, executive director, American Heart Association, New York. 

The group convened in Boston on February 6, each member having studied 
the bill and other relevant material thoroughly beforehand. The main lines of 
the testimony were evolved after a session lasting about 6 hours. I should add 
that each member dropped everything and came to Boston on little more than 
24 hours notice. After the meeting in Boston, we obtained the approval of our 
legislative advisory committee by telephone. The testimony we oflered on Tues- 
day, February 9. was thus based on very competent advice and careful studv. 
I doubt that a more knowledgeable and highly motivated group of men could 
have heen found in the Nation for the purnose. 

Please be assured of our continuing interest in the legislation (S. 5Q6 and 
8. 597), and of our appreciation for the courtesy the subcommittee showed us. 

Yours sincerely, 
CARLETOX B. CHAPMAN, M.D., President. 

CANCER COUPE OF THE NATIONAL CANCER FOUNDATION, 
New York, N.Y.? Ftb-uary 15, 196.5. 

Senator ROREBT F. KENNEDY, 
U.fZ. &mate, 
Washington, D.C. 

DEAR SENATOR KENNEDY: Thank you for your letter of February 8 concerning 
the work of Cancer Care in relation to the proposed amendment to the Public 
Health Service Act. 

At your suggestion. I have reviewed the report of the President’s Commission 
on Heart Disease, Cancer, and Stroke and S. 596 and found that these documents 
deal thoroughly with the goal of curing and rehabilitating the cancer patient by 
means of research, training personnel, diagnosis, and treatment. No considera- 
tion is given, however, to meeting the needs of those who will die of cancer each 
year. This omission is understandable is view of the fact that the nrogram of 
Cancer Care is unique and, regrettably, was not represented on the Commission. 

During the several months or years that a patient with advanred cancer may 
live. his familv can be destroved bv ilnancial and emotional strain. This is nar- 
titularly true‘is the middle-income group, where a previously productive family 
can be reduced to public welfare ststus. In the 26 years of its existence, Canrer 
Care has gained the experience that enables us to help these families retain 
their integrity. dignity, and prndurtivity. 
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Cancer Care was called on to serve lo,.555 persons last year in the metropolitan 

area of New York City, which included 3,671 patients and 6,884 family members. 
Financial grants amounting to $535,059 were given to provide necessary services 
in the home. These services include medical homemakers, housekeepers (for the 
care of children), nurses, bedside equipment, transportation for medical treat- 
ment, and the cost of prescribed medications. When care at home was not feasi- 
ble. some of these grants were used to sunnlement nursine home costs. 

An additional $i35,752 was spent for c&nseling and guydance. 
Funds must be provided for research directed toward the cure of cancer. We 

must face the fact, however, although it is painful to do so, that a cure is many 
years off. 

More than 300,ooO people in the United States will die of cancer this Tear. 
Without assistance, many of the families of these patients will lose their &de- 
pendence and become an economic liability. 

I find nothing in the terms of S. 596, or in the report of the Commission, to 
indicate that the needs of the advanced cancer patient and his family have been 
considered. 

I would, therefore, strongly recommend that provision be made for the millions 
of American families who must face this disease in the years to come. 

I appreciate your interest and your awareness of this problem. 
Sincerely yours, 

Xsw ROCHELLE, N.P. 
HEIYRY J. HEIMI,ICH. M.D., Prexidct~f. 

To amend the Pubic Health Servire Act to assist in combating heart disease, 
cancer and s+roke. and other maior diseases. 

Senator Hill, distinguished n&bet-s of the subcommittee and members of the 
staff: I am Dr. Warren Zeph Lane, chief, department of thoracic and cardio vas- 
cular surrery and a member of the Research and Clinical Stndy Committee of 
the Norwalk Hospital of Norwalk, Corm. I am also vice president of the Knrwnlk 
Area Cancer Society and chairman of the Protocol Subcommittee on Thermog- 
ranhy of the American Cancer Society. 

hI;p rmrposes in appearing before the committee is to plare in perspective the 
asniratinns of the non-arofit cnmmunitv hnsnital. Since World War II the aug- 
mentatinn and educati&al upgrading”of tge staff of the community hnspitay: 
the expenditures by trustees for capital development; the enlargement of en- 
dowment funds ; and the progressive planning and construction in collaboration 
with the Hill-Furt,nn Art has produced a progressive program of local and re- 
gional hnsnital imnrnvement. 

When th’e Comr&ion’s report is carefully read, recommendations are made 
whirh seem to fit the qualifications of many community hospitals. Rnt, the 
rommunity hospitals. in order to shorten the timelag between conceptual and 
development work for medications and procedures and instrumentation need 
further snnnort. The ultimate consumer. the natipnt. wants to know and needs 
to know tdgt his family phvsirian, specialist, &d loral hospital are up to date 
and not lsgeing a decade behind the university centers in the application of 
scientific medicine. 

In order to accomnlish this rednction in the time lag the current income for 
acute short-term patient care cannot be expended on research and devplnpmpnt. 
There are many reasons fnr this. but the overriding factor is that th+ mnid 
increase in per capita per day costs cannot be negntiatpd with Blue-Shield, Rlne- 
Cross Plans when it is applied to cliniral research and development. Secondly, 
the national mnluntary aeencies rarelv arant funds for rommunitv hncnital re- 
searrh. Thirdly. the’NTH programs ‘f&cl few community hospitais eli&hle for 
their funds because full-time medical iuvestigatnrs tend to cnugregate in the 
university and teaching hospital complexes. These points are not criticism, 
they sre used to demonstrate the plight of the rnmmunitp hosnitals that may 
be trying to encourage staff activities for medical investigation and postgraduate 
education. 

The program that we have attempted to implement at the Norwalk Hospital 
mav serve as a grassroots example : 

(1) A 20-year flexible plan for nrddv develnnmcnt based on population grnmtb 
and public communications was established in 1951. 
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(2) The annual giving plan with a full-time director and staff, charged with 
the development of fund procurement, was accomplished. This staff prevents 
the necessity of expensive fund drives. In 13 years it has produced $9 million 
at a cost of 6.5 percent of gross income from over 30,000 individual gifts. More 
than 165 other community hospitals have adopted the annual giving plan de 
veloped by the Norwalk Hospital. 

(3) Professional stat? requirements for certification and education were en- 
larged and defined. 

(4) A research laboratory was established. Since opening for work in Octo- 
ber 1963 it has- 

(a) Been responsible for eoordin,ating basic research in infrared themog- 
why for 18 institutions over the United States. 

(a) Been responsible for the original work in developing an instrument 
which may have application in the surgical treatment of coronary artery 
and peripheral vascular arteriosclerotic disease. 

(c) Performed more than 2,000 infrared thermograph examinations which 
may lead to a method for localization of cancer. 

(d) Accomplished the isolation of a dialyzable substance in the blood 
serum of patients with rheumatoid arthritis. 

These are outstanding examples of programs which are related to clinical 
medicine. 

In international programs : 
(1) Since 1953 we have trained interns and residents from 26 nations. 

Manr have gone on to university centers for board certification in various 
specialties. 

(2) We have participated with various applied science firms in the nego- 
tiation of a total ecological development program for Kenya. This latter 
nroeram includes a “reversed flow” medical traininr nrozram for Dhvsi- 
&ax&, nurses, and technicians which will train Kenya& in the principles 
of American medicine. When fully funded and implemented we expect to 
make this program a model for underdeveloped nations everywhere. 

I am sure that the same types of work can be claimed by many other hospi- 
tals, but my purpose is to demonstrate what is feasible with our present support. 
Therefore, I v,-ould like to make the following recommendations to the committee 
for consideration when amending the law : 

(1) Provide for a category of funds which are to be reserved for grants 
to community hospitals for research and development and postgraduate medi- 
cal education, This should include capital funds and discretionary funds for 
personnel, supplies, and equipment. Certain prerequisites for safeguarding; 
application should be specified such as (a) minimum space requirements, (n) : 
program definition, (c) house-staff participation, ((I) science-fair winners par- 
ticipation. and (‘e) review by a committee of the hospital and staff and trustees. 
In this way we may be able to generate a great deal more interest from the 
premedical and high school students in a mutual learning process. 

(2) Provide for travel and housing for qualified physicians,. nurses, and. 
technicians from underdeveloned nations for a minimum of 2 vears. During 
this time they could be exposed to the grassroots of American-medicine. On 
return to their countries, this should be followed up by the cross-fertilization 
of the “reverse flow” process in which American personnel will spend 1 year 
in that country seeing to it that the new-found knowledge does not become 
diluted or forgotten. In the process. the prohlems of the underdeveloped cnun- 
try will be learned at firsthand. It is my belief that family allowances should 
be included for both categories. 

(3) Provide subsidies for accredited foreign medical schools provided they 
will accept American students who qualify. In this way we may encourage the, 
“reverse flow” to start with the original educational process. Also, the expense 
may be somewhat less than enlarging our present medical education program 
too rapidly with loss of excellence in the process. 

Finally, I should like to say that if the nublic sector provides some support 
for programs such as this the private funds will increase locally when the, 
ultimate consumers begin to realize the benefits. Thank you for your con- 
sideration. 
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Gebruurg 24, 2965. , 

ktee On Labor and Public Welfare, 
fiuilding, Washington, D.C. 
HILL: AttacGhed a letter addressed to me from Dr. 

,connnitee on Health prepares to “markup” the bill. 
With all good wishes. 

Sincerely, 
PAT McI\T~NAEA, U.S. Ecnator. 

DETROIT INSTITUTE OF CAKCER RESEARCH, 
Detroit Nich..., February LO, 1965. 

recently that public testimony was being taken on -Senate Bill 596, which was 

in the field of cancer in the United States, I find that the wording of this bill 

jtitutes to-deal -with the sl)ecific 

the diseases so carefully docmuet;ted b”y the-distinguished g&p of scientists and 
-I---_-- ._ -._--------__-. 
ee. of which you are a member, seriously consider L-1.. _^l_^_.i_^. ^__.^ -*_--!L- L.. -1. 

If there is any way in which I can be of assistance to you or to the committee I 
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Hon. LISTER HILL, 

WAYNE STATE UNIVERBITY, 
Detroit, M2:ch., February 16,1965. 

Gl~airman, Labor and Public Welfare Committee, 
Senate Once Building, Washington, D.C. 

DEAB $LNAT.QR HILL :. We have read wjth interest the report of the President’s 
Commission on Heait Disease, Cancer, and Stroke (vol. 1, December 19M). We 
understa.@ that Senate bill 596 iptroduql ic the.l@ session of the S9thXongress:-* 
seeks to implemenst certain of the recommendations of the Commission. 

The establishment of regional medical complexes for research and treatment 
in heart disease, cancer, stroke, and other major diseases is of particular interest 
to us in that we are all concerned with the development of a teaching, research, 
and service medic%1 center in Detroit. Wayne State University has begun the 
building of a teaching and research center designed to acdommodate entering 
classes of 200 medical students. This has been made possible by collaboration 
of the midtown Detroit hospitals; Harper, Grace, Woman’s, Children’s, and the 
Rehabilitation Institute with the university. The purposes of the center clearly 
fit into the patterns outlined by the provisions of S. 596, S. X96, and S. 597. 
The Housing Commission, the Planning Commission, the Health Commission of 
the City of Detroit, the five voluntary hospitals and the university hare worked 
together for many years to bring the medical center to its present state. Our 
objectives are excellence in the areas outlined by S. 596, as well as in all other 
fields which relate ‘to our several teachin g, research, and service functions. 

The bills now under consideration hold much promise for the development of 
an important public health and educational resource in Detroit. The under- 
signed represent ‘some of the organizations vitally interested in the medical 
center and what it may bring to almost 4 million people in our immediate area. 
We invite your special attention to these bills and to our interest in them as 
sound methods by which the recommendations of the Presidmt’s Commission 
m’ay be implemented. We also assure you of our willingness to testify before 
your committees if you think this is desirable. 

JEROME CAVAXA~,H, 
Mayor, Cifu of Detroit. 

JOIIS J. HANI.ON, 
Health Commissioner, Detroit and Wauuc County. 

R.\Y EPPERT, 
Chairman, Citizens Committee, Detroit dlcdiral Center. 

LEOSARD WOol)coc~<, 
ClLairnaan, Board of Governors, Wayne State C’nivo-sity. 

CI.ARENCE HILBEKHY, 
President, Wnyne State lini,versitU. 

ERSEGT G~RWER, 
Dean, School of dfedicine, Wayne State C’niversity. 

Senator PRILJP A. HART, 
Washington, DE.: 

ANN ARBOR, MICH., February IT, 19G5. 

The University of Michigan respectfully urges your support of Senate bills 59.5, 
596, and 597 which can help us to improve and expand our already distinguished 
programs in medical education. The proposed support and assistance to students, 
faculty, libraries, and schools are necessary to meet the demands of the people 
for improved health, and to our ability to do our share. 

President HARLAN HATCHER, 
The University of Michigan. 

The CHAIRNAN. The subcommittee will now stand in recess. 
(Whereupon, at 12 :55 p.m. the subcommittee recessed subject to the 

call of the Chair.) 
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SUBCOMMITTEE REPORTS OF THE PRESIDENT’S COMMISSION ON 
HEART DISEASE, CANCER, AND STROKE 

REPOBT OF THE SUBCOMMITTEE ON HEABT DISEABE 

{Dr. Irving S. Wright, Chairman, Dr. Samuel Bellett, Dr. J. Willis Hurst, Dr. 
Paul Sanger, and Dr. Helen Tanssig ; staff, Dr. John D. ‘Turner) 

Heart disease is the No. 1 cause of death in the United States. In 1963. over 
‘993:OOO Americans died of heart and blood vessel diseases; this toll represented 
64 uercent of all deaths in the United States. And vet. in fiscal vear 1963. on1.v 
11 percent of all medical research expenditures (Goiernment and private)‘were 
used for research in cardiovascular diseases. In addition to those killed by 
cardiovascular diseases in 1963, it is estimated that 14,GOO.OOO survivors were 
afflicted with definite heart disease and almost 13 million with suspected heart 
disease. The deaths, illness, disability, and economic loss to family and to 
Nation caused by diseases of the heart and blood vessels clearly place them as 
the So. 1 health problem in america today. 

Tremendous strides have been made during the last 15 years toward the 
prevention or cure of some of these diseases. In large part, such gains have been 
fostered bv the wise and intelligent interest and awareness of the U.S. Con- 
gressmen k-ho have appropriated-increasing amounts of moneys for medical re- 
search since the end of World War II. These funds have made it possible for 
investigators in the biomedical sciences to bring their talents and efforts to bear, 
in a way never before possible in the history of mankind, on this most important 
challrnne to health. 

Medi&l research has yielded a high return on the public investment. Analysis 
of the health statistics over the last decade shows a definite decrease in the 
deaths associated with a number of these diseases. For esample, research in high 
blood nressure has resulted in the develoament of drugs that effectivelv lower 
elevat&l levels. Large numbers of Americans with high blood pressure have 
been treated successfully with these drugs over the last decade. Over this same 
interval, the number of deaths attributed to high blood pressure has decreased. 
Though the drugs are not the sole reason for this fall, they are a most important 
one. In addition these drugs have made it possible for a large percentage of 
people with high blood lu-essure to return to work and a normal life. There is no 
question that such salutary results are a product of medical research. 

One form of blood vessel disease-atherosclerosis, especially of the coronary 
arteries-has not shown the decline reported for other forms of cardiovascular 
disease, arrording to the death rates. In spite of intense research efforts, coro- 
narv heart disease remains the No. 1 cause of death in adult males and females 
in the United Stales. This is not to say, however, that medical research has not 
made great strides in this field. As a matter of fact, the results of research 
in atherosclerosis have been perhaps even more spectacular than in many other 
fields. 

Examples are numerous. Atherosclerosis of the major arteries of the body 
has been attacked surgically with gratifying results. With the development of 
artificial arteries, it is now possible to replace or bypass many diseased segments 
of arteries and restore normal blood flow to vital organs. An increasing number 
of Americans are now leading normal lives as a result of such advances in vas- 
cular surgery. 

Electrical devices, cardiac pacemakers, have been developed that can restore 
to normal a diseased heart’s abnormally slow rate. Some of these pacemakers 
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can be implanted to maintain a normal heart rate for years. Indeed, more than 
5,000 adults living with implanted pacemakers might be dead but for this advance 
in technology. 

The dreaded complications of an acute heart attack-thrombosis and embol- 
ism-have been greatly reduced in frequency by the use of anticoagulant drugs. 
Preliminary work with clot-dissolving drugs, or fibrinolytic agents, in treating 
thrombotic episodes shows considerable potential ; more work in this area could 
result in significant contributions. 

Research efforts are underway at the present time to develop an artificial heart 
to replace a diseased heart. Experimental models have already been tried in 
man. These models are being modified ; and, with the aid of industry, it is hoped 
that an effective model may become available for widespread use by 1970 or eveu 
earlier. 

Another development which has become possible due to increasing research into 
the immune responses of men has been in the field of organ transplantatitn. 
Kidneys, livers, lungs, and recently hearts have been transplanted into man 
from primates or from man to replace diseased organs. Though the results leave 
much to be desired, early work in this complicated field has shown sufficient 
promise to justify intensification of such research. 

The advances in cardiovascular disease over the last two decades were not 
considered possible 50 years ago. Funds, in increasing amounts appropriated hy 
Congress for facilities, training, and research, together with funds from voluu- 
tars agencies and urivate sources. have made these advances nossible. Thanks 
to theBe historymaking developments, physicians today know more than ever 
before about heart and blood vessel diseases and can do something about them. 

Still there is a long way to go. It is imperative that these advances be cayi- 
talized upon and the research effort intensified and accelerated lf these diseases 
are to he broueht under control. 

In addition-to the development of new knowledge through research, a pressing 
need is the application of the fruits of research so that the American people can 
receive the full benefit of what medical research has accomplished. At present, 
they are denied much that medical knowledge has to offer. In part this is 
because of shortages of professional health workers and medical facilities. It 
is also partly related to the public’s lack of awareness of recent developments 
and techniques of prevention and treatment. The patient with heart disease 
should receive the best that modern medicine has to offer, not only to save his 
life but also to restore him to his family as a productive and useful citizen. 
Such treatmeut can only be accomplished by a coordinated national program to 
overcome shortages where they exist, by stronger educational efforts direc3ted 
toward the professional and general public concerning the prevention and treat- 
ment for cardiovascular diseases, and by the development of properly distributed 
community resources sufficient to provide excellent medical care from the onset 
of svmntoms of heart disease to the natient’s return to communitv life. 

In evaluating the research, tra&ing, and control needs in cardiovascular dis- 
east, it is worthwhile reviewing the wise and thoughtful provisions of the Na- 
tional Heart Act : 

“The purpose of this act is to improve the health of the people of the United 
States through the conduct of researches, investigations, experiments, and 
demonstrations relating to the cause, prevention, and methods of diagnosis and 
treatment of diseases of the heart and circulation; assist and foster such re- 
searches and other activities by public and private agencies and promote the co- 
ordination of all such researches and activities and the useful application of 
their results: provide training in matters relating to heart diseases, including 
refresher courses for physcians; and develop and assist the States and other 
agencies in the use of the most effective methods of prevention, diagnosis and 
treatment of heart diseases.” 

Unfortunately, many of these important provisions have not been carried 
out to the extent possible. The Subcommittee oh Heart Disease of the Presi- 
dent’s Commission on Heart Disease. Cancer. and Stroke has developed a series 
of recommendations to permit the fullest possible implementation of these provi- 
sions and to meet the charge given to the Commission by President Johnson 
“* * * to recommend steps to reduce the incidence of these diseases through new 
knowledge and more complete utilization of the medical knowledge we already 
have.” 

Most of part 1 of this report emphasizes conclusions and recommendations. 
With sfme redundancy, part 2 deals mainly with the background for these 
conclusions. 
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REGIONAL HEART DISEAEE CENTERS FOE CLINICAL INVESTIGATION, TEACEJNG, AND 

PATIENT CARE 

It is recommended that at least 25 heart disease centers he established on a 
regional basis in selected universities and medical research institutions through- 
out the country. 

A heart disease center is defined as an organizational unit, including indivduals 
from various disciplines in medicine, the broad purpose of which is to conduct 
research and traning aimed at the prevention, alleviation, and cure of heart and 
blood vessel disease. Such an organizational unit shauld be administratively 
and physically part of a large medical complex which is already engaged in 
medical research and training. 

The center must have space appropriate to the program to he mounted, per- 
mitting reasonable expansion. Nonmatching support dollars should he available 
for the construction of new space or the renoration of existing space. 

The research program should include cliuical investigatiol&s, utilizing hospi- 
talized patients, outpatents in certain instances, and a variety of modern lab- 
oratory facilities. Research support should include funding for all aspects of in- 
patient and outpatient observation, construction, or renovation of space, salaries 
of all categories of personnel, purchase of equipment and supplies, including 
laboratory animals, and so forth. 

It is mandatory that the personnel of each center be large enough in number 
and relrresent enough disciplines to facilitate investigation in depth, utilizing 
a broad range of scientific methods. Such a center might include internists: 
cardiopulmonary ljhysiologists ; cardiologists oriented toward electrocardio- 
graphic interpretation and electrical termination of abnormal rhythms ; pe- 
rinheral vascular specialists ; cardiac and vascular surgeons ; lipid. coagulation, 
and general biochemists ; statisticians : epidemiologists: radiologists with allpro- 
priate training ; and, in some cases, geneticists. Computers may be employed for 
full eslJloitatian of data derelol)ed in these ceutrrs. 

Such centers would be strongly oriented toward clinical investigation but at 
the same time would provide high-quality patient care, including rehabilitation, 
and would also be concerned with teaching and the training of personnel con- 
cerned with heart disease. 

The teaching function should include the training and sulmort for physicians, 
surgeons, radiologi&, nurses, and professional personnel iu other pertinent 
disciplines. Also included should be training programs for personnel stafllng 
the heart stations. The center should also serve a teaching function for the 
medieal community of the region. 

Siuce the research and training activities demand patients, the centers will 
necessarily also he concerned with patient care. It is visualized that each center 
will require up to 30 hospital beds-medical, surgical, and rehabilitation, in 
addition to the beds already available in that hospital facility-as well as an 
outpatient care facility. 

It should be emghasizd that it will he necessary to develop regional centers 
where none exist. During the first 3 to 6 years of the program, investments 
will have to be made in potential regional sites. 

A total of $166.2 million over a h-year period should be provided to establish 
and maintain these 25 centers. Authority should he given to provide up to 100 
percent for construction and renovation costs. The proposed s-year budget for 
this program is as follows: 

Projected outlay for 5 years 

[Dollars in millions] 

Year : 1 2 3 4 6 
____---A 

Number of new oenters _____-_____________. 10 a 4 4 4 
--_I_-- 

Construction and renovation- -__-__- ______ $25 $7.5 
Operatingexpenses----; ___.__ -__-__-___-.. ._.___.__.__ 17. 0 w sg.; 6;; k 

---- 
Total ________________________________ 25 24.5 32. 1 38. Cl 45.7 
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The present program of matching nants for the construction of health re- 
search facilities needs to be augmented with authority for the Public Health 
Service to construct. on a nonmatchinrt basis. research facilities for regional or 
national purposes. !l?he Public HealthServi& has the responsibility focmeeting 
national research objectives. In pursuing these objectives, the Public Health 
Service must have available a full range of mechanisms which are not dependent 
on the availability of matching funds or the existence of institutional interest in 
snecific research DroPrams. The additon of this nonmatching construction au- 
thority would enable-the Public Health Service to be more resionsive to specific 
research objectives established by the executive or legislative branches of the 
Government. It is urgently recommended. 

SPECIALIZED HEART DISEASE RESEARCH CENTERS 

To permit the development of certain specific areas which require more con- 
centrated effort in a particular field of research in cardiovascular disease. it is 
recommended that at least 10 specialized heart disease research centers be es- 
tablished in various health and medical research facilities throuehout the coun- 
try. These centers would be organizational units with personnel and in-depth 
research and training objectives limited to a special facet of cartliovasru!ar, 
e.g., epidemiology, genetics, study of blood coagulation parameters and anti- 
coagulant and Ebrinolytic agents, pharmacology (especially of natural products) 
or coronary prevention evaluation. These centers are to be distinguished from 
the regional heart disease centers mentioned above in that thev will not be 
concerned with the total problem of cardiovascular disease. For example. there 
is need for a minimum of three special epidemiological research centers in the 
field of cardiovascular disease. Centers of this type require personnel from a 
variety of disciplines, e.g., epidemiologists, biostatisticians, mathematical statis- 
ticians. sociolcaists. nutritionists. uatholoeists. and others. Such a center would 
develop and support epdemiological research projects in the broad Eeld of cardi- 
ovascular disease in suitable population groups in the United States and, where 
unique research opportnnities exits. in foreign countries. Specialized centers 
in other specific research areas could be organized similarly in a manner appro- 
priate to the nature of the task. There is definite need for this flexible approach 
to the establishment of specialized centers for in-depth researcah and trail1in.q. 

It is estimated that $300,000 per year is needed for each slIecializ4 renter. 
It is recommended that $600,000 be appropriated during the first year with annual 
increments of $600,000 up through the fifth year; a total of $0 million for the 
Erst 6 years of this program. 

DEVELOPMENT OF THE CENTERS 

The planning, review, and early stages of the development of these centers 
will be a major undertaking. The total effort will be of a magnitude for which 
the present administrativestructures at the Sational Institutes of Health are 
not properly geared. It will be impractical to have the many detained ramifica- 
tious of each plan subject to separate consideration by the several rommittees 
which presently report to the Advisory Councils. For example, under the present 
system, each one of these centers would involve disciplines requiring the action 
of numerous study sections. The many committees concerned will not be able 
to consider the material in parallel from the viewpoint of time. In the present 
administrative structure, applications would have to be reviewed by committees 
dealing with (a) construction and renovation, (81 program project, (c) appro- 
priate study section activity, and (d) training grants. 

In order to activate and develop this major program with essential flexibility, 
it is recommended that an Advisory Committee on Regional Centers be estnb- 
lished by the Public Health Service. The function of this committee will be 
the organization, development coordination and review of all plans and projects 
dealing with the development of heart disease centers and the presentation in 
mature form of comprehensive proposals to the National Advisory Heart Council 
for its consideration. This committee should also be concerned with positive 
program planning as well as the development of a basic “core” of support which 
would enable each center to become established, coordinate its essential fune 
tion, and get underway. 

During this period the center committee should utilize fully the talents of 
the presently existing committees, especially those dealing &th construction 
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and renovation. One way to achieve this would be to have representation from 
each on the Advisory Committee on Regional Centers. 

The experience gained during the early period could be applied in the devel- 
opment of subsequent centers. This would obviously have great advantages. 
After the first 3 years, requests for additional support from these centers should 
be submitted in each case through ,tbe usual channels and subject to competi- 
tive review. . 

1”’ ‘.’ It is believed that this approach -ml11 avoid the -overloading of the present 
committees, sections, and staff during this development period. Furthermore. 
it will coordinate this effort in a sound manner and will greatly enhance the 
quality of the supporting data presented for consideration to the National Ad- 
visory Heart Council. Such staff work will, in turn, lessen the burden of this 
large program on the Conncil. 

CABDIOVASCULARRESEARCHFIJNDS 

Estimated total expenditures. for research in the cardiovascular diseases, 
amounted to $122.4 million in fiseabyear ‘1963:‘ The major source of support 
was the Federal Government, providing 88 percent of the total in fiscal gear 
1903. The National Institutes of Health currently provide the bulk of the funds, 
although many other Government agencies are supporting some such research. 
In the private sector, the American Heart Association is the major source of 
support for cardiovascular research; in addition, it plays an important role in 
professional and lmhlic education in this field. The list of voluntary agencies 
and foundations, currently financing such research, is long and diversified-a 
total of 37. 

Expenditures for research in the cardiovascular diseases comprised only 11.8 
percent of all medical research expenditures in the United States in fiscal 
year 1962, as noted above. Although cardiovascular research expenditures, in 
dollars, increased 8.7 percent in fiscal year 1963, the proportion to total medical 
research espenditures decreased to. 11 percent, indicating that research in 
cardiovascnlar diseases is not keeping pace with the annual expansion in total 
medical research. This neglect has occurred in spite of the fact that over 50 
percent of all deaths in the United States are due to diseases of the heart and 
-blood vessels. 

Closer examination shows that the total budget for the National Institutes 
of Health (NIH) increased from fiscal year 1963 to fiscal year 1964 by only 4 
percent while the budget for the National Heart Institute decreased by almost 
$15 million. Furthermore, although ronservatire NIH estimates show that a 
19-percent budget increase can be justified on current program needs, it is under- 
stood that the bureau will he held down to a 4- to S-percent increase for the 
next several years ; barely sufficient to continue support of ongoing programs but 
not sufficient to allow development and support of new programs. This ap- 
proach is hardly realistic. Budgetary increases should be based on the need 
for a prodnctire program of research on rigid adherence to a predetermined 
percentage increase. 

In order to facilitate intensified and expanded support of research in cardio- 
vascular disease, it is recommended that $40 million be appropriated to the 
National Heart Institate iii a 3-year period over and above current appropria- 
tions for research project grants. 

SPECIALSTUDIES 

The National Heart Institute has given, and should continue to give, special 
,emphasis to epidemiological studies and controlled clinical trials of drugs, diet, 
use of tobacco, and surgical procedures. Broad clinical field trials of this nature 
are expensive and require the collaboration of many institutions. This should 
not act as a deterrent to the support of meritorious projects of this type. In 
order to facilitate the planning and implementation of special-purpose programs, 
the National Institutes of Health should be given authority to use a mechanism 
whrreby funds appropriated for these programs would not lapse if unspent 
at the end of the fiscal year. 

Considerable work is being devoted by many investigators at the present time 
-to the development of an artificial heart. To mount a large-scale attack on 
zthis problem, considerable research and development by university and research 
institution members, but, more particularly, by industry will be required. The 

-same is true for other technical developments. The present Public Health 
Service Act, as amended, does not provide direct authority to contract for 
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research and develonment ournoses. The aulhbdtv beine utilized for this nur- 
pose is obtained by ~elegatibn irom the General Se&ices Administration thr&gh 
the Secretary of Health, Education,’ and Welfare!> ‘This delegated authority 
-is general in nature and does not cuntain certain features which appear essential 
to contracting for research and development purpases. In addition, any con- 
tract let by the National Heart Institute, in excess of $25,000, must be approved 
by the Secretary of Health, Education, and Welfare-a delaying and cumbersome 
procedure. 

Jt is therefore recommended that the PuMic’.Health Service’s authoritv to 
contract for research be broadened to allow the Surgeon General or his delegated 
agent- 

(a) To make advance payments on contracts in order to assist contractors 
in initiating new and complex technical operations ; 

(a) To pay for the cost of construction involved in and essential to 
the successful accomplishment of the terms and purposes of a contract ; and 

(c) To commit contractural support for advance periods upward to 5 
years to enable contractors to make substantial investment in facilities and 
staff, as required for major contract operations, with confidence in substantial 
recovery of costs and reasonably stable operations. 

Further, it is recommended that the procedure of letting contracts be made 
less cumbersome so that rapid strides can be made in the research and derelop- 
ment area without being impeded by unnecessary administrative and fiscal 
restrictions. 

It is also recommended that the National Heart Institute be appropriated 
$10 million in the tirst year; $15 million in the second year; and $20 million in 
the third year for research and development operations as a needed adjunct 
to its current research program. 

It is also recommenued that there be a greater expansion of the international 
research program in order to capitalize on unique research opportunities abroad. 

A need exists. both nationally and internationally, for the development, dis- 
semination, adoption, and use of standardized nomenclature, criteria, and 
methods (clinical and laboratory) utilized in cardiovascular (and other) re- 
search so that the results and reports of investigators from different parts of 
the world can be interpreted, reproduced and, when applicable, applied for the 
benefit of the American people. The beginnings made in this direction have 
nroved most fruitful. An esamole is the International Committee on Blood 
Clotting Factors which has been SuppOrtt?d in large measure by funds from 
the Sational Heart Institute. Efforts of this type are needed and should be en- 
couraged and supported. 

An intensification and acceleration of the present research effort will require 
staff with the numbers and competence to administer these programs. It is 
recommended that there be a relaxation of the current limitations on positions 
in order to support the development and implementation of new programs. 

TlL4ININQ PROGRA4MS 

Research training can be supported and is supported by the National Insti- 
tutes of Health and the National Heart Institute. Althoueh a careful 1962 
projection of manpower needs recommended a doubling of me&al and scientific 
manpower by 1970, there has been no substantial increase in training funds in 
the NH1 budget for the past 4 years except for minor increases to meet the needs 
for increased stipends and educational alIowances. 

This is an unrealistic response to a vital need. A much larger corps of well- 
trained research scientists and physicians is essential to an intensified and 
accelerated program of research in cardiovascular diseases. This need must he 
met. 

The National Advisory Heart Council prepared a proposed budget for fiscal 
year 1965. This budget was presented to the subcommittee of the Committee on 
.Apnrouriations of the House of Renresentatives in March 1964. The Council- 
the-senior advisory group to the National Heart Institute-in evaluating the pro- 
gram needs for the institute recommended a 20-percent increase in fellowship 
funds and an ll-percent increase in training grant funds. The appropriations 
to the NH1 for fiscal year 1965 in the.fellowship and training grant areas do not 
come near these recommended Egures. There was no increaseat all. 

It is recommended that the National Heart Insitute receive an annual increase 
in appropriations up to 20 percent in training grant and fellowship funds over 
the next 5 years so that a start can be made to meet, at least in part, the re- 
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search manpower shortage. Further, it is recommended that undergraduate. 
training grants be increased to $40,000 per eligible 4-year school and to $25,000 
per eligible Z-year school. ,. ’ 

The Commission is aware of the efforts on the part of other official and volun 
tary health agencies in the field of cardiovascular diseases. For example, the 
168 hospitals in the Veterans’ Administration, providing almost 125,000 beds, 
manv of which are ohvsicallv near medieal schools. constitute an excellent 
total facility for bringing excellent medical care to a s’zrble segment of the 
population and, in addition, can provide an ever-expanding resource for clinical 
and basic investigations. 

Much wider use should be made of the Veterans’ Administration facilities for 
research and teaching in collaboration with other maior research and teaching 
facilities. The Veterans’ Administration bas potential for large-scale and long 
term clinical studies. It is specifically recommended that the Veterans’ Admin- 
istration be given the charge and the funds to carry out an expanded program of 
research and teaching, in addition to patient care. 

The valuable contributions to the research and community service effort made 
by the American Heart Association and its affiliates are recognized. 

ADVANCED CLINICAL TRAINING 

The needs in manpower described above apply not only to research sdentists 
but also to practicing physicians in the heart disease field as well as in other 
categories. These men and women are ultimately responsible for carrying the 
fruits of research to the majority of the American people. Bnd yet. under fur- 
rent policy guidelines, the National Heart Institute can only support training that 
is research oriented. 

Greater emphasis must be placed on the training of superior clinical physicians. 
There is a great need for a larger corps of clinicians who are capable of precise 
diagnosis and arovidinr aanrortriate treatment. clinicians with minds caoable of ., __ _ 
recognizing and applying new discoveries and clinical observations. 

To meet this need. it is recommended that the authority be granted and the 
funds appropriated for: 

(u) The establishment of clinical fellowships in the cardiovascular tield; 
and 

(b) The establishment of full-time clinical investigators in the cardioL 
vascular field. 

In a medical school, education and research LTO hand in hand. This should be 
.recognized by the Public Health Service. Administrative and policy attitudes 
regarding research grants should be less restrictive even when such education 
involves clinical medicine and service. 

APPLICATION OF RESEARCH 

The need for more effective and more widespread application of the products 
of research is as great as the need for new knowledge thronrh research. And yet, 
finanrial support for this type of activity has lagged far behind research support; 
in 19&i, for erample, the total budget for the heart disease control program was 
one-tenth of the total budget for the National Heart Institute. 

The Subcommittee on Heart Disease has explored in depth the current state of 
knowledge in the field of cardiovascular diseases and has evaluated and outlined 
the current and future research training and control needs (see pt. 2. below). 

In almost every disease category in the cardiovascular diseases, the need exists- 
in each State for a coordinated statewide program of heart disease control. In 
rheumatic fever control, for example. as in most other heart diseace categories, 
there is a varietv of Federal, State. and voluntary programs. There is little 
overall coordinatiou of the onaoine nmerams and the aeencv resnonsihle for a 
given program varies from State to &St&e. This situation is not helped by the 
disagreement among health workers in the field as to whether rheumatic fever 
prevention (and control efforts in heart disease in general) should be an official 
or voluntarv aeencv resuonsibilitv or both, 

On the national leveLLpreater efforts should be made to coordinate the activities 
of the P.S. Public Health Service. the Ofhre of Education. the Children’s Rnreau, 
the Vocational Rehabilitation Administration, the American Heart i4scociation, 
,and other aeencies involved in commuuitv services in cardiovascular disease. 
‘These agencies should pull together existin g information so that an asses-ment 
<can be made of the heart disease control programs in each State, the extent of 
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these programs, the responsible agencies within each State (at the State, county, 
and city levels), and the obstacles within each State which prevent implementa- 
tion of a coordinated statewide program. This type of information is badly 
needed. 

A comprehensive coordinating effort should be made by the heart disease con- 
trol program, in cooperation with the agencies referred to above. This could be 
facilitated by the appointment of a committee of scientists and health workers iu 
this tield to aavise the heart disease control program. Such a committee might 
undertake the establishment of uniform criteria so that reports received from 
each State could be pooled to give meaningful and accurate national data. It 
might also recommend pilot projects in heart disease control ; successful projects 
might ultimately serve as models for more large-scale operations. 
Coordination within states 

It is suggested that each State develop its own heart disease control program 
(with operating sections for congenital heart disease, rheumatic fever and rheu- 
matic heart disease, hypertension, coronary heart disease, cardiopulmonary dis- 
ease, peripheral vascular disease, congestive heart failure) with nuancial assist- 
ance from the heart aisease control program (with specially earmarked funds 
for each of the operating sections). 

It seems reasouable to recommend that each State choose the agency respon- 
sible for the implementation and administration of a coordinated statewide pro- 
gram siuce it appears that a single national recommeudatmn might uot be smt- 
able (or acceptable) to all areas. The type of program adopted would oepend 
on the local conditions. 

Irrespective of wuich agency is ultimately .responsible for administering the 
program in any given State, there should be representation from all other agen- 
cies, public and private (voluntary), involved in heart disease control activities on 
a pltlnuiug committee, or advisory council or other appropriate body. Critical 
to tne success of such a program would be an excellent relationship between the 
administering agency and the practicing physicians within that State ; this point 
camlot be emphasized too strongly. 

The role of the heart disease control program of the U.S. Public Health Service 
is to assist the States to develop and implement heart disease control programs. 

The Public Health Service has been seriously hampered from fulfilling its 
mission in heart disease control by lack of sufiicient authority and funds. The 
refinement of techniques, pilot testing, and similar developmental work have been 
all but ueglected because of lack of project grant authority and funds to mount 
such programs. 

Some control techniques are available which cannot be demonstrated on a 
widespread basis because they do not lend themselves to existing funding mecha- 
nisms. The contract method of funding is diflicult to use when projects provide 
services and no clearcut product (sucn as a research result) for the Public 
Health Service. A demonstration is most appropriately and feasibly funded by 
a uroiect arant which reauires no extensive renorts containine fresh data. The 
contract mechanism, available to the heart disease control p&gram through its 
direct operations funds, is limited~+ess than $766,000 in 1964) and is ap’propri- 
ate& used for those projects which pursue official goals. This does not allow 
support of many projects which, although they are not part of a section chief’s 
immediate plan. are nonetheless well conceived and of real worth to the commu- 
nity or to the future of heart disease control. In one year (1962) these unsolici- 
ted but meritorious projects which had to be rejected represented a total need 
of more than $2 million. 

AUTHORITY REQUIEED 

After full consideration of the need for developing sound and effective com- 
munity service programs aimed at reducing the burden of cardiovascular diseases 
in the United States, the following actions are specifically recommended : 

The heart disease control program of the Public Health Service should be 
given the authority to make project grants to public and other nonprofit organi- 
zations for studies, experiments, feasibility trials, demonstrations, and training 
in order to provide incentive and encouragement for the development and im- 
provement of methods for application of the results of research to patients 
in the community. 

Snecificallv. it is recommended that a new subsection 314(n) be added to the 
Public Healih Service Act, which would provide that funds appropriated pur- 
suant to subsection 314(e) would also be available for the Surgeon General to 
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make project grants, on such terms and conditions as he finds necessary, to 
States and other public and nonprofit organizations for studies, demonstrations, 
and the training of personnel. 

It is also recommended that $1.5 million be appropriated to the heart disease 
control program to initiate this project grant program with annual increases 
until $7.5 million is reached in 5 years. 

HJLABT STATIONS 

The Public Health Service should be given the authority and necessary funds 
to award grants to establish and maintain a netvvork of approximately 150 heart 
stations in the United States. Approximately half of these stations should be 
established in medical centers and in clinical facilities of the medical schools, 
usually not those designated as regional centers; the other half should be in 
community general hospitals, including Veterans’ Administration hospitals, not 
necessarily connected with medical schools. This network would serve as a 
pilot program for the demonstration of methods providing high-quality patient 
care. The stations would have the following principal objectives : 

1. Immediate and emergency care for patients with acute cardiovascular 
emergencies. 

2. Provision of cardiovascular diagnostic facilities for the screening of 
patients to determine whether they will require the more highly technical 
facilities available at the larger medical centers. 

3. Stimulation of interest of medical students and practitioners. 
4. Training of physicians in the community. 
5. Education of the general public concerning prevention and treatment of 

heart disease. 
The stations will include intensive care units for the emergency care of 

patients with heart disease. In addition, each station should be equipped to 
diagnose and treat patients with peripheral vascular disease. They should be 
established so that they may share certain facilities and personnel with stroke 
stations. Therefore, it is desirable for the heart stations to be in the same area 
of the hospital as the stroke stations and to work closely with them, avoiding 
unnecessary duplication but supporting each other. 

The stations will provide limited laboratory facilities, an outpatient clinic, 
electrocardiographic and radiologic services. Patients requiring advanced treat- 
ment would be referred to the regional center equipped to perform it. 

In order to establish these stations, funds are necessary for the renovation of 
existing facilities. It is estimated that renovation and equipment will cost an 
average of $200,900 for each. &44n additional amount of $175,000 a year may be 
required for the efficient operation of each station. 

It is recommended that a total of $118.5 million be appropriated for a 5-year 
period for the development of this program, according to the following table : 

Costs of heart stations 

[Dollars in millions] 

Number of new stations.---.---- .___.____.___.___ 30 35 40 45 __. _______ 
___- ___-- ___I_ 

Renovation costs ___. -- .____..__..__...___.__________ $6.0 $7.0 $8.0 __________ 
Operationexpenses...--.--- ____.__ - .._______.___.__ 5.25 11.375 18.375 $Q& II5 $26.25 

-~~~~ 
Total __________ _ _______________________________ 11.25 18.375 26.375 35.25 26.25 

It should be pointed out that a recent (1961) survey of cardiac catheteriza- 
tion, angiocardiography, and closed and open heart surgery facilities in the 
United States showed that GO percent of hospitals equipped with cardiac 
catheterization facilities performed fewer than GO catheterizations per year : 79 
percent of those with angiocardiographic facilities did fewer than 59 angio- 
cardiograms per year: and. 77 percent of all hospitals equipped for open heart 
surgery performed fewer than 50 open heart operations per year. Many such 
hospitals did not use their facilities at all. 

Preliminary data from another recent survey show that cardiopulmonary 
laboratories and cardiac surgical facilities with the highest frequency of com- 
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plications are those with the least experience. These data add credence to 
the belief that first-class teams must be kept reasonably busy, i.e., between 
100 and 200 procedures per year or 2 to 4 cases per week. In addition to the 
need for an adequate caseload, highly technical diagnostic procedures such as 
angiography should be carried out at the institution where surgery, if indicated, 
is to be performed, in order to avoid repetition of precedures. 

Although many hospitals are anxious to be fully equipped and hare cardiac 
catheterization and angiocardiographic apparatus for study of congenital and 
acquired heart disease and to be able to perform open and closed heart surgery, 
certainly the 800 which currently exist are not necessary, especially in view 
of the fact that 270 of them reported no such operations at all in 1061. It 
would seem far wiser to limit the number to 200 and 250 well-equipped centers 
with well-trained teams and a sufficient caseload, and reserve the others for 
emergency cardiac surgical work. 

Consequently, it is recommended that highly technical cardiac diagnostic 
procedur& arid cardiac aperations should be performed only in institutions 
whpre farilities for cardiac catheterization, angiocardiograghy (and aortog- 
raphy). closed and open heart surgery are all ay:ailable. ,?nd where the case- 
load is sufficient. Patients found by heart stations, other health installations, 
and practicing physicians to require such specialized diagnostic evaluation 
should be referred to such institutions for definitive diagnosis and treatment. 

ST.4TEWIDE LAEORATORY FACILITIES FOR HEART DISEhSE CONTROL 

There is need in every State for coordinated statewide laboratory facilities 
to perform laboratory services related to heart disrase control. These labora- 
tories should form a part of a coordinated statewide program of heart disease 
control, headed by a specific unit within the State health department. Such 
a program to be successful, must coordinate the efforts of the numerouus public 
and voluntary agencies whose work infringes on heart disease cnntrol and 
must also collaborate closely with the private physicians of the State. 

The nbjectives of this statewide laboratory netwnrk should be : 
(1) The grouping of beta-hemolytic streptococci. Rheumatic fever is 

potentially preventable through prompt identification and immediate treat- 
ment wit.h an appropriate antimicrobial agent of patients suffering frrml 
beta-hemnlptic streptoroccal infertinns. Earh State should have cnnrdi- 
nated labnratorv facilities to identifv the grOuD A beta-hemolytic strepto- 
coccus orpanisn? Wbrrr Such fnciiitips e\-ist: they hare pr&zd a tre- 
mendous boon to practicing physicians and have facilitated rheumatic 
fever control programms in that State. 

(2) The nrnvisinn of services for the laboratory control of patients .~, . . 
rerceiring anticoagulant agents. Over half a million ijatients in the.TTnited 
States are receiving anticoagulant drugs each year; it is probable that the 
number will grow in the future. The dnsaqe of these drugs must 1~ tailored 
to each patient individually and the dosage regulated by carrying out appro- 
priate blond t&a at frequent intervals. Tn many areas of the rountrv this 
service is carried nut by hospital and private lahoratnries. These lahora- 
tories need a central unit for standardization of their t&s at frpcluent 
intervals. In other areas. hoFever, patients cannot receive this type of 
medirntinn because this service is not available. A statpvide Ighnratory 
network could help to provide this service in areas where it is needed. 

13) Tn cnniunrtion with the heart disease control program (HDCP) 
lah&atory at” the Cnmmuni~ahle Disease Center (CDC), to provide the 
sprvice of standardi%tinn of other chemictll lahnratnrv tests to hnsnitxl 
and nrivate laboratories in the country. The HDCP laboratory at CDC 
is n&fnrminc this service for laboratories all river the T’nited States and 
ahrnad at the present time. This statewide network of laboratories could 
serve as local arents for this valuable program. As such. these local 
lahnratnries could also perform chemical determinations and participate 
in large loral and national enideminlngic studies in cardiorasrular disease: 
in this sense, these laboratories would act as a valuable resource for certain 
research programs of national interest. 

It must hi stressed that the derelnnment of such a laboratory netKnrk to per- 
form the above services would make it possible to achieve an immediate, specific, 
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and measurable impact in reducing death and disability. Each State should 
assess its own needs. The heart disease control program of the Public Health 
Service should have the authority and specifically earmarked funds to assist the 
States in setting up and operating the needed facilities. 

Therefore, it is recommended that the Public Health Service be given authority 
and funds to establish and maintain coordinated statewide laboratory facilities 
necessary for heart disease control programs. A total appropriation of $8.5 
million over a a-year period is recommended for this purpose-@.5 million for 
each of the first 2 years and $3.5 million for the third. 

COMMUNITY HOSPITAL PROQP.AMS 

In addition to the need for a coordinated national program of heart disease 
control, the need for a coordinated heart disease control program within each 
State, and the need for a network of heart stations throughout the United 
States, there is need for strengthening community facilities, services, and pro- 
grams in the field of cardiovascular diseases. A continuing program designed 
to maintain a high standard of professional competence OS physicians, nurses 
and paramedical personnel and to educate the general public isneeded to achieve 
the common objective of improving the Oare of the sick. 

The community hospital should serve as the center of this program, in co- 
operation with government and private agencies. 

In order to organize and keep such a program of coutinuing education in clin- 
ical cardiology in operation, suitable personnel should be appointed to staff the 
program in a given hospital. The staff should include a full-time director of 
medical education with such help as he needs for the organization of meetings, 
consultations, regularly scheduled staff and grandrounds, and clinical pathologi- 
cal conferences. Members of the attending staff of the hospital should be en- 
couraged to attend courses and take longer additional training whenever 
possible. 

Though ideally all community hospitals with 300 or more beds should ulti- 
mately mount such a program, it is recommended that such units be established 
and supported in 100 of these hospitals throughout the United States as a pilot 
demonstration. It is estimated that about $75,000 per year would be needed to 
carry out a program of this type in each hospital of this size. A total of $7.5 
million annually would be needed for expenses. 

CONCLUSIONS 

An all-out national effort is needed now in research, development, and training, 
and in the application of present knowledge in the field of cardiovascular dis- 
ease. Only in this way will it be possible to reduce the burden and incidence of 
heart and blood vessel diseases, the No. 1 cause of death in this country. 

The following table summarizes the appropriations recommended to imple- 
ment the national program outlined in this report. These figures are at the cur- 
rent dollar value: should this value shift in the future, these figures should be _. _ 

-. 

adjusted appropriately. 

Year 1 2 
_I- 

Regionalcentersw--- ____ -_-- __________._._._._.___ 
Specialized centers--.---- ___._..______.._._..--.. _.~. 

I$25:$ $2:: ; 

Rssearcb grants-NHI. ___._.__.__._..__._.---.---.. 8.0 12.0 
Contracts (R&D)--NEtI _____._.__.__.._.__..-.--.-. 10.0 15.0 
Undergraduate training grants-NH1 .___.. .._.___ -. 1.55 1.55 
Graduate training grants and fellowships-NHI----- 4.3 5.2 
Clinical fellwvships and invsstigatorships---.-------- 5.0 7.0 
Heart disease cmtrol project grants ____.__ __.__ --_._ 3. 0 
Heart statiOns _.__.. -- ___._ ___._._ ~- __.__ - __._._ -_-_ lE5 18.375 
Lab~rat~yfac.ilities.--~-~.~~~.-~.-.-~~~- ____.___ -___ 2.5 2.5 
Community hospital programs- _._.___________._____ 7.5 7.5 --- 

Total ____..._______._._ _ _______________________ 77.20 97.825 

1 Figures in millions of dollars over and above current appropriations. 

T 

---- 
132.625 

I i 111.60 115.25 
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REPORT OF TEE CANCEB PAX-EL 

(Dr. Sidney Farber, Chairman, Dr. R. Lee Clark, Dr. Frank Horsfall, Dr. Charles 
Mayo, General David Sarnoff, and Dr. Jane Wright. Staff: Dr. David Schot- 
tenfeld, Dr. Maureen Henderson, Dr. Abraham Lilienfeld, Mr. Louis M. 
Carrese ; consultant, Dr. Morton L. Levin) 
Cancer is a term applied to a group if diseases having in common the trans- 

formation of normal body cells into abnormally growing partsitic cells. Be- 
cause of the fundamental nature of this biological change and the fact that it 
can occur in any organ of the body, cancer is one of the most complex and 
difficult medical challenges, both from the standpoint of treatment and research. 
Although the eroun of diseases known as cancer have certain biologic features 
in common, th& djffer widely with respect to clinical course, curabzity, known 
etiology and d’iagnostic and treatment methods. The basis of the illness- 
ranter-is the cancer cell. The known causes or agents which can transform 
normal cells into cancer cells are numerous, but as yet no single agent or cause 
has been discovered which has been found to be common to all forms of cancer. 
Also, the causes of many forms of cancer are as yet unknown. 

Research into the mechanism by which normal cells become cancer cells 
and by which certain chemicals, viruses, and physical agents such as ionizing 
radiation contribute to this change may involve any of the biological, chemical, 
and physical sciences. This is evident in the report of the Subcommittee on 
Research which contains a review of the present status of knowledge on the 
basic aspects of cancer. All of the presently known environmental factors in 
cancer in man have been discovered primarily by the direct study of the disease 
in humans. Hence. there is erowine recognition of the need for enidemioloeical 
study.of all forms ‘of cancer-in man, utilizing the most advanced methods-and 
adding objective biochemical and physical observations to the data obtained 
by interview and history. 

MAGNITUDE Ol? CAiVCEB 

The magnitude of a disease problem is usually measured by: incidence or 
number of new cases per year; mortality or number of deaths per year; and 
prevalence or number of cases under treatment or care at one point in time 
during a given year. With data on incidence and mortality from all causes, it is 
possible also to estimate what proportion of the population may be expected to 
develop the disease during life or at any specified age. 

The number of new cases of cancer per year coutineus to increase in part 
as a result of increases in population and the increasing percentage of older 
nersons. Allowine for both these factors. the data from the cancer morbiditv 
reporting system in operation in upstate’New York since lS40 indicates that 
from the period 1941-43 to 1958-60 the number of new male patients per 100,OOS 
population increased 31 percent. For females the rise was 5 p&cent. In 
194143. the total cancer incidence rate was higher in females than in males. 
In 195&O, this situation was reversed ; the male rate (261.3) exceeded the 
female (244.7). This change was due almost wholly to the marked rise in lung 
cancer, which has increased more rapidly among males. If we exclude lung 
,cancer from the 1958-60 figures, the female rate (239.9) continues to exceed 
the male (232.7). Although lung cancer has increased in both sexes, the in- 
crease among males has been more than twice that among females. 

The most common forms of cancer in males are cancer of the skin, lung, pros- 
tate, large intestine, stomach, rectum, and bladder. Among females, the most 
common forms in the order of incidence are cancer of the breast, skin, cervix 
uteri, large intestine, corpus uteri, ovary, rectum, and stomach. 

Under present conditions, some form of cancer will affect 24 percent of men 
and 27 percent of women now living. Cancer is the second most common cause 
of death in the United States; in 1963 it accounted for 285,362 deaths, or 15.7 
percent of all deaths. At present rates, one in every four Americans now living 
may be expected to develop cancer eventually, unless new preventive measures 
can be developed and unless known causative factors can be more effectively 
controlled. 

It has been estimated that approximately 330,000 persons are under treatment 
for cancer during the year, that the annual manpower loss from cancer morbidity 
is 221,000 man-years and that the annual hospitalization cost is over $666 mil- 
lion. More than 40 percent of deaths from cancer occur during the productive 
years of 25 to 64 years. 
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The care of the cancer patient often requires major surgery, prolonged hos- 
pitalization or nursing home care and costly medication. Hence, cancer is often 
economically catastrophic to the family of the patient. The total economic 
burden of cancer is about $11.2 billion per year in the United States. 

PREVENTION OF CANCER 

The prevention of cancer at present involves avoidance or removal of known 
environmental causes of cancer. This includes (1) avoidance of unnecessary 
and avoidable exposure to ionizing radiation and excessive exposure to ultraviolet 
radiation, (2) hygienic measures in occupation involving esposure to known 
cancer-producing chemicals and dusts, and (3) avoidance of exposure to tobacco, 
particularly cigarette smoke, which has been proven to play an important role 
in the causation of cancer of the lip ,mouth, larynx, and lung. In addition, the 
identification of the earliest detectable probable precursors of cancer-as in the 
so-called carcinoma in situ of the uterine cervix-has now reached the stage of 
practicability so that widespread utilization of uterine cytological tests to identify 
these lesions could result in prevention of most of the 15,000 deaths from car- 
cinoma of the uterine cervix each year. 

The Subcommittee heard repeated testimony on the importance of community 
services to provide the maximum application of existing knowledge regarding 
the prevention of cancer. Of particular importance are programs for public, 
school, and professional education regarding the health hazards of smoking and 
services to increase the utilization of cervical cytology to detect early in situ 
cancer of the uterus. 

UUXABILITY OF CANCER 

The average cure rate for cancer, as measured by the 5year survival rate, is 
estimated as approximately 33 percent. The most recent relative B-year sur- 
vival rate, reported to the National Cancer Institute from a number of large 
hosnitals. indicates that in these hosaitals the averare cure rate is now 43 ner- * 
cenl . It’is a reasonable assumption that improvement in early diagnosis and 
more widespread utilization of existing knowledge regarding treatment would 
result in an increased average cure rate of 50 percent or higher. To achieve this 
will require increased specialized facilities for cancer diagnosis and treatment 
throughout the TJnited States. 

The Subcommittee heard testimony repeatedly indicating that there exists a 
national need to expand our facilities of research in order to gain the new knowl- 
edge necessary for the conquest of cancer and to provide the patient with cancer 
the best diagnostic and treatment service that modern medicine has to offer. 
It is with these objectives that the Subcommittee on Cancer makes the following 
recommendations. 

REC~MMENDATIOh-S ,. 

I. National network of facilities for patient care, research, and teaohing in cancer 
The Subcommittee envisions systematic patient care, research, and teaching 

as the most, effective means for nrovidinz multidisciulinarv services for the can- 
cer patient and for developing amultidi&plinary research program. To accom- 
plish this, the Subcommittee on Cancer recommends the establishment and devel- 
opment of a three-level echelon-structured, national network, so designed in 
structure and function as to provide the maximum interchange in all phases 
among all three levels. 

Regional cancer centers would be the main nodes of this network. These would 
be tied to selected medical school affiliated and community hospitals of 200 or 
more beds, with demonstrated interest in cancer, to be identified as clinical cancer 
stations. The echelon in the network would consist of those small community 
hosnitLls havine annroved cancer rezisters and/or tumor clinics which would 
develop a relati&&p to a clinical cancer station in geographic proximity. 

The planning, design, and review of this program should be oriented to the 
provision of a continuing flow of information and services through all these facil- 
ities. To insure the coordination of these multiple functions and to maintain 
continued collaborative development of this program, the Subcommittee recom- 
mends the establishment of a special committee to review plans and projects; 
the recommendations from this special committee are to be transmitted to the 
National Advisory Cancer Council to aid the Council in making its recommeuda- 
tions regarding applications for the development of these facilities. 
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A. Regional cancer centers 
Experience has shown that one of the most effective ways of providing the 

necessary multidisciplinary and multifaceted approach to cancer is in a center 
which brings together, in one location, all the clinical, scientific, and develop 
mental skills necessary. In such a center, investigators from a broad spectrum 
of scientific disciplines focus on general and specific, basic, and clinical research 
problems which relate to the prevention, diagnosis, and treatment of cancer. 
Such centers can vary in size ; in specific focus of interest ; in representation of 
disciplines ; and in administrative affiliation and organization. Basic, medical, 
behavioral, applied, and developmental scientists can all contribute to productive 
research whether in a university, a hospital, or a community hospital-based 
center. 

In a cancer research center, eradication of cancer is the accepted institutional 
goal. The translation of basic research flndings, into successful clinical prac- 
tice, makes clinical facilities and patient care an essential and integral part of a 
research center. New methods of diagnosis and treatment, developed within 
the cancer research centers, become prototypes of diagnostic and treatment patr 
terns for use in the general community. 

Although they are mainly occupied with research, cancer research centers have 
assumed major responsibilities in the training of research workers in many 
disciplines as well as in the training and postgraduate education of physicians 
in the care and management of patients with cancer. 

At present, there are in this country only four fairly comprehensive cancer 
research centers, which have broadly based and extensive clinical and basic 
research programs, with representation from the many disciplines and specialties 
necessary for a large-scale research effort. In addition, there are 10 other 
cancer research centers which for lack of resources, have not been able to mount 
more comprehensive programs. With ,appropriate support, many of these could 
develop comprehensive programs. 

The distribution of the existing cancer research centers is geographically 
uneven. Most are located in the northeastern Dart of the countrv. A few 
scattered centers are in the north-central section.* There are scarcely any can- 
cer research centers in the Southeast and only one west of Colorado. In 25 
States with a population of approximately 5.5 million, there is not 1 center. 
California, with a population of about 16 million, has only 1 center and Texas 
has 1 center for a population of about 9.5 million. 

Recommenrlation.-In order to mount a national research p.rogram of the 
necessary breadth and depth, the subcommittee recommends the eventual develop- 
ment of a total of 20 comprehensive cancer research centers. This number is 
based on a minimum of 1 center for each 10 million population. 

Although there is an urgent need for new centers in the >Iidwestern, Western, 
and Southern States, the subcommittee estimates that it will take 5 to 10 years 
to plan, design, construct, and staff the new institutions. It is therefore recom- 
memded that the order of developmept. of this program be determined by the 
rapidity with which centers can fulfill requirements. Priority should.be given to 
those centers which already have plans for expansion into comprehensive institu- 
tions. 

It is understood that three or four existing institutions are in a position to 
apply immediately for developmental support over a 5-pear period and that the 
second ?&year period will see the progressive completion of four to six new centers 
strategically located in relation to centers of population. 

The estimated construction requirements will vary from the construction of 
a complete new physical plant to the renovation of existing space. Funds for 
new construction and renovation should be made available by the Federal Gov- 
ernment on a nonmatching basis. 

There should be no restriction on the discil)lirle elieible for staff appointments. 
Scientific personnel needed include physicists. biologists, chemists, surgeons, 
gynecologists, physicians, genticists, statisticians, physologists, embryologists. 
anthropologists, radiologists, epidemiologists, and sociologists. 

Operating budgets must include all costs of: both inpatient and outpatient 
care and observation ; convalescent rehabilitation and terminal care for patients 
participating in investigative programs ; round-the-clock consultation service to 
all area physicians ; statistical and electronic processing services. 

The regional cancer centers should set up an intercenter council to effect 
liaism in nroeraminz. information exchange. joint research and clinical trials. 
exchange in staff aud students, coordination and evaluation of total program; 
and advice to the National Cancer Institute concerning program requirements. 
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The estimated construction, equipment, and operating costs to initiate this 

program for a 5-year period are : 

Numherofpewcenters ________------______-----------.-------- / 
Funds reqmred I_____ _ ________________________________________ 

1 Figures in mill ions of dollars. 

It is recommended that these funds be appropriated to the National Cancer 
Institute to develon this nroeram. 

Administration for develoiment of cancer research centers.-The National Insti- 
tutes of Health does not have a mechanism for the rapid reviem and consideration 
of large-scale multidisciplinary undertakings. In the present system, plans for 
a multidisciplinary research center would require action by numerous study 
sections. For example, an application for development of a cancer research 
center would be reviewed by committees dealing with construction and renova- 
tion, program project grants, training grants, and by appropriate study sections. 

To expedite the development of these research centers and to avoid an undue 
burden on present grant administration mechanisms, the subcommittee recom- 
mends for the National Advisory Cancer Council the appointment of an Advisory 

’ Commitee on Cancer Research Centers. This Committee would be charged with : 
The definition of criteria for comprehensive cancer research centers; the orga- 

!nization of a progressive program of center development: review of plans and 
-nrouosals submitted for develoamental sunaort. This Committee would also 
be responsible for the coordination and evaluation of the total cancer research 
program and for advice to the National Cancer Institute about further require- 
ments when the present recommendations are fulfilled. 

:B. Cancer stations 
To meet the urgent national need for a wider distribution of specialized facili- 

ties, techniques, and skills required to provide high-quality diagnostic and treat- 
ment services to the patient with cancer, the subcommittee makes the following 
recommendations : 

Funds should be appropriated to te National Cancer Institute of the Public 
Health Service to provide grants to 200 hospitals and medical centers for the 
development of cancer diagnostic, treatment, and consultation stations on a 
demonstration basis. Of these units, 100 should be located in teaching hospitals 
and 100 in community hospitals with 300 or more beds and accredited residency 
training programs. Population and geographic needs should be taken into con- 
sideration in the development of this program. 

In the face of an outstanding community need, a smaller nonaccredited hos- 
pital or a group of hospitals should be provided with the resources to develop 
comprehensive cancer services. In such an event, facilities for the treatment 
of differing types of cancers can be located in different institutions. 

These units will have the staff necessary to provide specialized care to the 
patient with cancer. There will be specialists in radiotherapy, radiology, chemo- 
therapy, arid special diagnostic techniques. These specialists shou!d b? in close 
contact with the cancer research centers in order to obtain directly from these 
research centers information and training in newer method sof diagnosis and 
treatment. The diagnostic and treatment units will in turn convey informa- 
tion to other community hospitals and physicians. 

The units should also serve as a part of a network of facilities available for 
collaborative clinical research programs carried out by the large cancer research 
centers. Epidemiologists and biostatisticians within the research centers would 

‘be responsible for the design and the analysis of clinical research carried out 
within the network of research ‘centers and diagnostic treatment units. 

To fulfill its graduate educational function within its own community each 
diagnostic and treatment unit must have resources o provide a 24-hour, 7-day-a- 
week specialist consultation service without charge. This information service 
would also have access .to the information services provided by the research 

I centers. 
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Support for the initial construction, renovation, and provision of equipment and 
development of laboratory facilities should be made avialable on a nonmatching 
basis. 

Laboratory facilities should include those necessary for chemotherapeutic 
treatment. 

Each center must have facilities ‘to provide services for physical, social, and 
vocational rehabilitation. 

The operational budget for the diagnostic and treatment units should be 
from several sources and should not include the cost of patient care. 

It is assumed that these centers will gradually become self-supporting or will 
require minimal subsidies within 10 to 15 years. 

Emphasis should be placed on local resources for the provision of care for 
medically indigent patients in a diagnostic and treatment unit. Patients other 
than the indigent and medicallylndigentshould pay for services. 

Each diagnostic and treatment unit should be required to maintain a tumor 
registry to insure proper patient followup and afterrare and should serve as 
a tumor clinic center for other local hospitals and physicians. 

The subcommittee reemphasizes the importance of the link between the cancer 
research centers and the cancer stations and all other community medical fncil- 
ities. Only in this way will there be speedy, universal, and effective application 
of new knowledge resulting from research. 

Besides providing and demonstrating high-quality patient care the stations 
will serve as a focal center for the training and continuing education of general 
practitioners in the provision of high-quality care. 

It is recommended that the following appropriations be made to the appro- 
priate units in the Public Health Service to initiate this program for a 5-year 
period. 

[Dollars in millions] 

11 I2 13 14 1.5 
Number oi new stations _____-_______________________ 40 40 40 40 ‘lo 

wm-- 
Costs of construction and renovation ________________ 

2 
$16 $24 $32 ___ $40 

Operational support _________________________________ 14 21 28 35 
-___________ 

Total ________________________________________-- 15 30 45 60 75 

C. Other community hospitals 
The Subcommittee on Cancer recommends that community hospitals with 

approved cancer registries be brought into the national clinical cancer research 
program. There are currently 1,000 hospitals with earner registries approved 
by the American College of Surgeons. Conceivably, if 200 of these were used 
to serve as community stations, there still remains 800 hospitals as an immediate 
resource complement for the program. Since, understandably, these community 
hospitals would be general hospitals with an interest in cancer being one of many 
interests, their contribution to the national program would be strictly through 
clinical activities, teaching, maintenance of proper record registries, and 
followup. 

They would be physically adjacent to stations through which they would 
“feed” clinical information and results and from which they would obtain direc- 
tion. Thus, for example, comprehensive epidemiological studies, conducted at 
the center level, could be carried out, reflecting information from all partici- 
pating levels of the program. 

The Subcommittee emphasizes the importance of the active linkage of the 
centers, of the centers with the stations, and of the stations with community 
hospitals and all other community medical facilities. Only in this way will there 
be speedy, universal, and effective application of knowledge resulting from 
research. 

The Subcommittee further emphasizes that the principle of team care- 
providing collaborative multidisciplinary knowledge and skills to the cancer 
patient-should be carried out throughout all echelon levels of the program. 
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II. Additional support of camw research 

The national network will serve as a principal research resource. But the 
existence of such a network does not preclude the development of additional 
means of stimulating research nor the expansion of mechanisms already in 
existence. The research needs require a wide variety of organizational means. 
A. Specialixed cancer research centers and task forces 

The Subcommittee heard a great deal of testimony in favor of the use of 
special cancer research units and task forces to cencentrate research effort 
in particular areas so as to hasten the solution of specific research problems. 

It is recommended that support of this type be made available for 10 spe- 
cialized cancer research centers during the next 5 years. These will be organi- 
zational units with specialized personnel and with research and training ob.‘ec- 
tives in depth, limited to a particular facet of the ranter problem, with emphasis 
on flexibility. They can be organized and established in various health and 
medical research facilities. The Subcommittee recommends that at least one 
research unit be established for each of the following areas : 

1. An epidemiological unit for human population studies; 
2. A virology unit ; 
3. A carcinogenesis unit ; 
4. A cytopathology unit for the development of a cytopathology reference 

and diagnostic laboratory ; 
5. A radiation and radiobiology unit ; 
6. An occupational and environmental carcinogenesis unit ; 
7. A clinicopharmacology unit for study of teratological and carcinogenic 

effects of drugs ; 
8. A clinical-pathology diagnostic research unit and reference laboratory ; 
9. A surgical treatment research laboratory ; 
10. A center for study of the incidence and epidemiology of cancer in 

animals. 
A second type of task force approach would consist of the collaboration of in- 

vestigators from several relevant disciplines concentrating on a particular form 
of ranter ; for example, a hematologist, epidemiologist, eytogeneticist, and virolo- 
gist could form a multidisciplinary team to develop a program of research in 
leukemia. Or a surgeon, clinical endocrinologist, epidemiologist, and biochemist 
could develop a research program in breast cancer. 

Such multidisciplinary teams already exist in the major cancer research insti- 
tutes. There are, however, other institutions with the necessary resources and 
facilities which are interested in such programs. These institutions should be 
encouraged to develop such specialized programs. 

It is recommended that 10 such units be established. 
It is estimated that for the two types of specialized units, $300,000 per year is 

needed for core support of each. It is recommended that the following appro- 
priations be made available to the National Cancer Institute for progressive de- 
velopment of this program over a 5-year period. 

Appropriations for specialized cancer research units a& teams 

Year of proxram Number of 

I I 

Dollars in 
new units millions 

B. Research project grants 
The Subcommittee endorses the existing system of review of research project 

grants by study sections and advisory councils at the National Institutes of 
Health and recommends expanded support of cancer research. Specifically it 
recommends that an additional $40 million be appropriated in a 3-year period, 
over and above the current appropriations, to the National Cancer Institute for 
rerearph project grants. 
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cc. International research 
Cancer does not recognize any national boundaries. It is a major canse of 

*death in all parts of the world. People everywhere are interested in the conquest 
of this dread disease. It has been pointed out repeatedly that there are differences 
in the freonencv of cancer in different countries. Studv of the reasons for these 

.differences undoubtedly will contribute to the final solution of the cancer prob 
lem. Therefore, the Subcommittee concurs with the recommendation of the Sub- 
committee on Research on the need for an expanded support of international 
medical research. 

III. Application of medical knowledge in the community 

It is estimated that one-third of all patients with cancer are cured or survive 
at least 6 years after treatment at the present time. One-half of all cancer 
patients could be cured if knowledge already accumulated throngh recearch 

.cnnld be fully applied to all people in the Nation. Substantial reductions in dis- 
,ability resulting from canrer could also be made. Rednction of mortality could 
result frotn preventive measures against some cancers, earlier diagnosis and 
utilization of improved methods of treatment for others. 

Financial support from Federal funds for national programs of this type has 
lagged far behind the support of research. In 7964, for example, the total budget 
for the Cancer control program of the Public Health Service n-as 7.2 percent of 
the total budget of the National Cancer Institute. 

The Subcommittee has made a number of sperific recommendations representing 
-a beginning effort to extend the application of knowledge to the American people. 
In doing so, the Subcommittee fully recognizes the limited nature of some of these 
recommendations and the need for a more concentrated national and international 
effort to use every present means available to reduce cancer mortality and limit 
cancer disability. 
A. Prez?onntion of cancer: Cigarette smoking and health 

During the past derode, evidence has increasingly indicated a definite rela- 
tionship between smoking a nd the occurrence of a variety of diseases. In 
narticular. the association of cinarette smokina with increased liahilitv to de- 
ielop Inng ranrer has been essentially demon&rated. The work in this area 
of smoking and disease occurrence was summarized and evaluated in the Report 

.on Smoking and Health, by the Advisory Committee of the Surgeon General 
in 1364. In addition to confirming previous reviews, the report stated that 

.smnking was a serious hazard to health and indicated the need for more 
aggressive programs of education and prevention. 

The sub.iect of smoking and health received attention from many witnesses 
who appeared before the Subcommittee and a wide variety of recommendations 
for artion were suggested. It clearly appears that the reduction of cigarette 

smoking nffers large possibilities for the prevention of illness, disability, and 
premature death in this country. 

Therefore, the Subcommittee makes the following recommendations : 
1. The Ruhcnmmittee endorses the conclusions and recommendations of the 

Surgeon General’s Report on Smoking and Health. 
2. The Subcommittee rernmmends that steps be taken to decrease this health 

,hazard through educational programs. It recommends that $10 million be 
apl)ropriated to the cancer control program, Puljlic Health Service. over a 
3-year period for a comprehensive national program of education and public 
information regarding the hazards of cigarette smoking. 

The program should be aimed at the education of children, adults, physicians, 
and educators with the assistance of State and local community agencies. A 
network of smoking control clinics should be provided to assist those who desire 
to give up smoking. New and more effective educational material should be 
developed. 
B. The curly detection of cancer 

More than 20 years ago, the Papanicolaou vaginal cytology test was shomn 
to be an effective screening procedure for the early detection of uterine cancer. 
,Data reported from the tumor registries of California and Connecticut have 
.shown that current modes of therapy have increased survivorship of women 
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with this disease and that over 90 percent of women treated when the disease 
is at the earliest detectable stage are cured by the standard of the relative 
S-year survival ratio. 

Cytological examination for early diagnosis is becoming more frequent, but 
studies have shown that its increased use is largely concentrated among women 
of the hither socioeconomic arouDs. who have the lowest risk of cervical cancer. 
For example, a recent report-from California indicated that 63 percent of women 
in the upper social classes had had a Papanicolaou test as compared to 36 per- 
cent of women in the lowest social class. 

The Subcommittee fully approves the Public Health Service supported projects 
demonstrating the “14 step” control program for carcinoma of the cervix and 
urges the cancer control program of the Public Health Service to increase the 
number of projects and the number of communities in which such projects are 
being conducted. However, the Subcommittee feels that there can be no valid 
reason for delay in developing a national effort to prevent 14,000 unecessary 
deaths from cancer of the cervix each year. Therefore, it recommends the de- 
velopment of a national program for the early detection of cervical cancer, 
consisting of two major components : 

(a) A national educational program for the general public so that all women 
are aware of the availabilitv of this test. This should be conducted bv the cancer 
control program, Public f-iealth Service, in cooperation with State and local 
health departments, the medical profession, and the voluntary health agencies 
such as the American Cancer Society. 

(b) A cervical cancer detection program directed at the approximately 8 mil- 
lion women over 25 years of age who are admitted to hospitals in the United 
States each year. 

The Subcommittee feels that such a hospital-centered screening program will 
be most economical, will reach the high-risk, low-socio-economic group, and offers 
the areatest Dotential for raDid Dublic and Drofessional education. 

In 1961 a -New York State ~epartmentbf Health program reported the detec- 
tion among hospital admissions of 7 new cases of uterine cancer per 1,000 women 
examined. Smears from 5,500 women were examined at a cost of $2 to $3 per 
patient. Other studies have shown a higher frequency of new disease detection 
when cells from both a cervical smear and vaginal asDiration, are examined. 
With this type of examination 10 per 1,000 unsuspected new cases have been re- 
ported in general populations and 18 to 30 per thousand in indigent populations. 
Cells from both cervical and aspiration smears can be examined on a single 
slide so that the most productive screening procedures can be implemented within 
a ceiling of $3 per patient examined. 

It is recommended that $5 million be appropriated to the cancer control pro- 
gram in the first year and that this be increased by $2.5 million each year for a 
period of 3 years. to provide grants to hospitals participating in this program. 
At the end of 2 years a committee should be appointed to review progress and 
plan for t.he future development of the program. 

Total support for cytological examinations should be given to hospitals pro- 
viding care for medically indigent patients, and partial support to hospitals 
providing care to patients who do not have health insurance or other resources 
to cover cytological examinations. All other hospitals should include this 
esamination as part of the routine physical examination, and the cost of cytology 
should be included with the cost of other laboratory investigations. 

In providing these grants, consideration should be given first to hospitals pro- 
viding care for the indigem and the medically indigent. 
C. Contmwnity cancer control programs 

Community demonstration projects in the detection of carcinoma of the cervix, 
of the oral cavity, and of the breast have been developed during the past 7 years. 
Dlethods and instruments for the early detection of cancer of the colon, rectum, 
and breast are being developed. 

The Subcommittee recommends an increase in community demonstration pro- 
grams for the early detection of uterine, oral, and breast cancer and the organi- 
zation of complementary and supplementary programs to demonstrate early de- 
tection of cancer of all accessible body sites. 

43-669-65-13 
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It recommends that the following funds be appropriated to the cancer control 
program of the Public Health Service for this purpose. 

- 1 2 3 
I 

4 j j 
-___--___ 

Dollars (millions)- _..________._____________________ 1.5 I 3 I 4.5 i 7.5 

At the end of 4 years, the demonstration programs for which funds have been 
specifically allocated should be reviewed and evaluated and plans for future 
programs developed. 
IV. Education and training 

Every witness who appeared before the Subcommittee testified to a shortage 
of trained scientists, clinicians, teachers, and technicians in every aspect of can- 
cer research and control. The Subcommittee is aware of the increase in trained 
manpower necessary to implement the recommendations for expansion of the 
cancer research effort and the application of knowledge. It fully endorses the 
recommendations of the Subcommittee on Manpower and adds the following rec- 
ommendatious with regard to the specific requirements in cancer. 
A. Undergraduate training 

1. &fedicaZ schools.--Each medical school now receives $25,000 from the Sa- 
tional Cancer Institute in support of undergraduate cancer education. The 
Subcommittee recommends that these grants be continued. 

However, there still exists a need for broadening the training of medical under- 
graduates in the various aspects of the prevention, diagnosis, and treatment of 
cancer, including the development of demonstration teaching programs in cancer 
detection and in the care of the cancer patient. 

There is also a need to provide organized cancer teaching and training op- 
portunities for general interns and for residents now specifically concerned with 
cancer diagnosis and treatment. Therefore, the Subcommittee recommends that 
necessary funds as indicated below be appropriated to the National Cancer In- 
stitute to provide additional grants of $25,000 to those medical schools which 
develop specific educational programs in these aspects of cancer control. 

Dollar8 
Tear : (nLilliow) 

l---------------------------------------------------------------- 1.0 
2__--_--_-_--_-------_------------_------------------------- 1.5 
3-------_-------------------------------------------------------- 2. 0 
4--_----------------__-__-_---------_------------------------- 2. .j 
o-_--_------------------_----------------------------------------- 2. 5 

This program should be reviewed at the end of 4 years to determine future 
needs and development. 

2. Dental school.r.-In view of the important role played by the dentist in the 
early detection of oral cancer and the need for the education of dental students 
n?th regard to cancer control, the Subcommittee recommends an increase of 
$10,000 in the annual undergraduate training grant presently awarded to dental 
schools by the National Cancer Institute. This mill require an additionai annual 
appropriation of $300,000 to the Xational Cancer Institute. 
B. Clirzical training 

1. Residency training.-To recruit medical graduates into cancer specialties 
in which there is a marked shortage of personnel, the Subcommittee recommends 
that $500,000 per year be appropriated to the cancer control program in support 
of residency training in a limited number of specialties. The designated spe- 
cialties shall be those that are essential for progress in cancer control and which 
have the greatest personnel shortage, for example, radiology. radiorherapg, 
physical medicine, preventive medicine, and epidemiology, pathology, anes- 
thesiology. 

A supported resident should be required to spend at least 1 year of this training 
period in mork directly related to cancer, and the details of his training program 
should be specified at the time the grant Is requested. The program should be 
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developed on a trial basis for a S-gear period and be thoroughly reviewed after 
4 years to determine future development. 

3 T+aining of speciuliuts.-Since 1963, cancer training for specialists in the I. 
form of senior-clinical traineeships has been available through the cancer con- 
trol program of the Public Health Service. Individual physicians who have 
completed residency training leading to American Board certification in one of 
the clinical specialties are eligible to receive an additional year of supervised 
experience in their specialty with major emphasis on the management of cancer. 
Every application for a traineeship must include a plan developed by the prospec- 
tive trainee in collaboration with the clinician whom he has selected as training 
director, and the plan must be endorsed by an academic official of the training 
institution 

Official announcement of the program and distribution of application materials 
begun in lat,e July 1963 resulted in 141 applications by the November 13 deadline. 

Panels representing the five basic clinical specialties (surgery, gynecology, 
pathologoy, radiology, and internal medicine) review the applications and assign 
priorities according to scientific and educational merit. Final selection is by 
staff. There were at first 108 awards, but after 9 withdrew, 99 actually began 
the training program in July 1963. The total of grant funds obligated was 
$868,000. 

The Subcommittee recommends that $3.5 million be appropriated to the cancer 
control program of the Public Health Service to increase the number of senior 
clinical traineeships to 300. It is further recommended that priority should be 
given to those specialties which have the greatest personnel needs: radiology, 
radiotherapy, physical medicine, preventive medicine, and epidemiology, pa- 
thology, and anesthesiology. 
C. TraMng of technicians 

In 1964, the cancer control program of the Public Health Service expended $1.5 
million in the training of medical technicians. Enrolled in supported programs 
mere 356 cytotechnologists, as well as radiographers and radiotherapy tech- 
nicians. In view of the urgent needs for such personnel, the Subcommittee rec- 
ommends that the appropriations be increased by the following amounts to the 
cancer control program of the Public Health Service for expansion of this 
program. 

Year : Millions Year : .WiiZZiO7%3 

l--_------------------- $1 4__-------------------- 4 
2---------------------- 2 is-------- ----.. --------- 5 
3---------------------- 3 

D. Continuing professional educatim 
The Subcommittee emphasizes the importance of continuing education of 

physicians and dentists as a basic responsibility of regional cancer centers and 
c-ancer stations. Ft recommends that each center and station have a full-time 
director of postgraduate education. 

This position should be fully supported within the operating funds of all 
regional cancer centers. When necessary, partial or total support for this pur- 
pose should be included within the Federal grants to the cancer stations. 
i3’. Training for research 

In view of t.he pressing needs for research manpower in cancer, the Subcom- 
mittee recommends that the program of research training grants and fellowships 
admini’stered by the National Cancer Institute be expanded. Speclflcally, it 
recommends that ‘the following annual appropriations, over and above the cur- 
rent level. be made to the National Cancer Institute to support such an expanded 
program. 

[In millions of dollars] 

1 
I I 

2 
~_I_ 

Additional funds- ________ -___- __._____________._____ 4.3 5.2 

- 

- 

._ 

- 

Year 

3 I 4 I 5 

6.3 7.5! 8.75 
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3’. Stabilization of academic positions 
The Subcommittee repeatedly heard evidence of the critical need for stable 

support  for investigators and  teachers in our research and educational institu- 
tions. It wishes to record its regret that the research career award program has 
been discontinued by the National Institutes of Health. 

In view of the pressing need for the development of stable academic positions. 
the Subcommittee recommends that a  broad nroaram of academic career awards 
be  establ ished by the National Institutes of gealch to provide the needed stability 
to academic careers. This program should be  designed after review and consider- 
ation of the best features of the career investigation awards of the American 
Heart Association and the American Cancer Society and  the Markle scholarships. 
It should be  develoned on  a  more flexible basis than the research career award 
program-of the NIH 6  as to provide for a  greater degree of participation of the 
investigator or teacher in other institutional responsibilit ies at different phases 
of his career. Provision should be  made on  a  negotiated basis also for propor- 
tional support  of the awardee by his institution. 

There should be  two components of this program : (1) research career awards 
and (2) teaching career awards. The Subcommittee recommends that, to pro- 
vide career research and career training awards, $S million be  appropriated dur- 
ing the first year of the program, $16  million the second year, $18  million the 
third year, $20  million the fourth year, and  $24 million for the fifth year. The 
Panel further recommends that no  fixed ratio between career research and career 
teaching awards be  established. 
Q. Public education 

The Subcommittee recommends that the present appropriat ion of the cancer 
control program of approximately half a  million dollars for general  cancer educa-  
tion of the public through health agencies and professional societies be  increased 
to $1  million and  by increments of one-half million dollars to $2  million in 3  years. 
At the end of 2  years, there should be  a  complete review of all supported programs 
to determine future development.  

V. Cancer morbiditl/ reporting 

For much of our knowledge of the occurrence of cancer and  of time trends 
we have been dependent  on  mortality records. These are often less accurate 
than the information gathered during the patient’s life and  available as cancer 
reports or in physicians’ pathological laboratories and  hospital records. Also, 
differences in survival and  case fatalitv of various forms of cancer make mor- 
tality data of unequal  and  often unknown estimates of incidence. 

Information on  cancer incidence in the United States is based on  the data 
gathered by the cont inuous report ing systems of upstate New York, Connecticut, 
and  California and  on  sinnle-vear morbidity surveys made by the National Cancer 
Institute in 10  selected &ties for the years 1937 and 1947 and in Iowa for 1950.  
The data gathered in this way have already provided valuable knowledge of the 
occurrence of different forms and sites of cancer, time trends in incidence, case 
fatality and  survival rates, differences in cancer incidence in ethnic, socio- 
economic, and  other populat ion groups, and  have served as a  basis for con- 
ducting epidemiological and  other populat ion studies of the dimensions and scope 
of cancer as a  community health problem. 

There is need for comparable, continuously gathered data for all sections of 
the United States. Also,-every State and  community needs cont inuous morbidity 
data on  cancer to provide information regarding the magni tude of cancer as a  
public health and  medical care problem. 

Therefore, the Commission recommends cancer be  made a  reportable disease 
and that information on  the incidence of cancer be  gathered continuously 
throughout the United States or in renresentative States and regions. 

In selected States, cancer should be  made reportable by la% to avoid dif- 
ficulties otherwise arising out of possible violation of the conddential i ty of 
medical records. Such a  system of cancer report ing has been in operat ion suc- 
cessfullv in UDStatt? New York since 1940.  Reuorts should be  reauired of nhy- 
sicians, pathologists, clinics and  hospitals upon f&St making a  diagnosis of cancer ; 
and  a  copy of all death certificates should be  sent routinely to the cancer report- 
ing unit for recording and for comparison with previous reports. 

The Commission recommends that the sum of $1  million per year be  made 
available to the National Cancer Institute to be  used in assisting States in 
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data have not been gathered previously or gathered only periodically. States in 
which there are established cancer research institutes should also be given 
priority because of the opportunity for utilizing cancer morbidity records in 
conducting or supplementing epidemiological studies undertaken by these in- 
stitutes. The National Cancer Institute should consider the establishment of a 

Dr. John S. Meyer, Chairman, and Dr. Howard Rusk; Staff, Dr. Nemat 0. 
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not only to save his life but also to restore him to his family as a productive 
and useful citizen, and (71) to educate the professional and general public 
concerning the prevention and treatment of stroke. 

The problem of stroke must, therefore, be approached from two aspects : 
(1) the development of a national and coordinated research program 

aimed at determining the causes of the disease, developing techniques of 
prevention, and improving methods of diagnosis and treatment ; and 

(2) the development of community resources to provide the best possible 
medical care from the onset of warning symptoms of stroke to the patient’s -. . 
return to community life. 

Many aspects of circulation of blood to the brain uraentlr need study. Many 
fundamental problems of physiology, pathology, neurology, neuropathology, 
circulatory dynamics, and blood clotting need to be studied with respect to 
development of strokes. 

One of the obstacles to successful research planning, in the past, has been 
the assumption that stroke and coronary artery disease were the same, as shown 
by the oft-quoted statement that cerebrovascular disease is a “later life edition 
of coronary artery disease.” Evidence from pathological studies in man and 
animal studies indicates that naturally occurring and experimentally produced 
atherosclerosis does not occur in all arteries of the body at all locations in a 
similar manner. This evidence suggests that studies oriented specifically to 
the cerebral arterial system would contribute to understanding of the cause and 
prevention of strokes. 

Recent epidemiologic studies also suggest differences between stroke and ar- 
teriosclerotic heart disease. In a comparative review of mortality from stroke 
and heart disease in Norway, Ustvedt noted that heart disease rates declined 
in Norway and in Scotland during the war years and decreased thereafter, 
whereas death rates from stroke remained rather stable during the war and 
showed onlv a slight decrease after the war. 

Ethnic differences in mortality from atherosclerotic heart disease and stroke 
lend further support to the possibility that the two diseases may be different. 

In addition, autopsy studies of diseased cerebral vessels in cases of stroke 
have shown pathological changes of a nature different from those seen in coronary 
vessels in arteriosclerotic heart disease. Furthermore, in physiology, anatomy, 
and pharmacology, the cerebral collateral circulation differs from that of coronary 
vessels. 

Because (1) the suggested scientific evidence indicates that cerebral throm- 
bosis and hemorrhage may represent a different disease process than atheroscle- 
rosis and hypertension elsewhere in the body; (2) the care of the stroke patient 
requires cooperation among such medical specialties as neurology, cardiology, 
surgery, physical medicine, and rehabilitation; and (3) there have been great 
advances in knowledge in this area which until recently was thought to be hope- 
less, the Subcommittee therefore recommends that a national stroke program be 
developed to deal with the two major aspects of the problem : (a) Research and 
training, and (a) patient care. 

RESEARCH AND TBAININQ 

To develop the research needed, it is recommended that a national stroke 
research training program be established within the Public Health Service. 
The administrative facility for the development of the various research and train- 
ing aspects of this program should be housed within the appropriate unit of the 
Public Health Service. Henceforth, this administrative unit may be termed 
the “National Stroke Program Unit.” This Unit should have a full-time perma- 
nent staff, with responsibility for the development of this program. This pro- 
gram should be developed with the advice of the Joint Council Subcommittee for 
Cerebrovascular Diseases of the National Advisory Heart Council and the Na- 
tional Advisory Neurological Diseases and Blindness Council. 

The activities of this Unit would include support of a system of stroke centers, 
separate research and training grants, and certain direct operations. 

Regional stroke centers 
STROKE CENTERS 

It is recommended that at least 15 stroke centers be established on a regional 
basis in selected medical schools and medical research institutions throughout the 
country. Each would be an organizational unit, including individuals from vari- 
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also be concerned with teaching and the training of personnel in the manage- ” . ment or stroke. 
Examples of the type of research that should be conducted in these centers are 

studies of: 
(a) Collateral circulation of the vessels of the brain. 
(6) The neurological manifestation of strokes. 
(c) Safe screening tests for cerebral vasomotor reactivity and cerebro- 

vascular disease. 
(d) New methods of medical and surgical treatment and prevention of 

strokes. 
(c) Pathology of stroke. 
(f) Rehabilitation methods. 

_-_, The teaching function should include the training and support of physicians. 
surgeons, radiologists, nurses, speech pathologists, physiatrists, and other pro- 
fessional personnel in pertinent disciplines. 

Since the research and training activities will serve patients, it is visualized 
that each center will require up to 30 hospital beds-medical, surgical, and re- 
habilitation-as well as an outpatient care facility. 

It should be emphasized that, during the first 3 to 4 years of the program, it 
will be necessary to make investments in institntionn where the wunnloto VP- 
sources are not yet available but which have potential for development. 

A total of $S5.5 million over a 5-year period should be provided to establish and 
maintain these 15 centers. Authority should be given to provide up to 100 per- 
cent for construction and renovation costs. 
program is as follows : 

The proposed 5-year budget for this 

Total ___..___________ -_- ____ ______ - _______ --__I 
I 

-12.5 / 12 I 25 
I I I 

0~1s disciplines, the broad purpose of which is to conduct research and training 
aimed at the prevention, alleviation, and cure of the cerebrovascular diseases. 
Such a unit should be administratively and physically part of a large medical 
complex which is already engaged in medical research and training. The cere- 
brovascular center must have space appropriate to the to be 
permitting reasonable expansion. 

program mounted, 

Nonmatching support dollars should be available for the construction of new 
space or the renovation of existing space. 

The broad design should include clinical investigations, utilizing hosnitnliwd 
patients, outpatients in certain instances, and a variety of modern laboratory 
facilities. 

,  ---XT-------- 

Research support should include funding for all aspects of inpatient and out- 
patient observation, construction or renovation of space, salaries of all categories 
of personnel, purchase of equipment and supplies, including laboratory animals, 
and so forth. 

Since these organizational units will be expected to provide intellectual leader- 
ship in cerebrovascular disease, it is essential that the personnel of each center 
be large enough in number and represent enough disciplines to facilitate in- 
vestigation in depth, utilizing a broad array of scientific methods. This means 
that each center will have leadership provided by physicians or surgeons expert 
in vascular disorders of the nervous system in the neurological or surgical or 
cardiovascular areas. 

_.-- 

The program must have research potential in several of the follow- 
ing disciplines : neurology, therapeutics, angiography, rehabilitation, neuro- 
ophthalmology. pathology and neuropathology, epidemiology, electrophysiologic 
techniques, rheolo,T, neurophysiology, psychology, methods of study of cerebal 
blood flow, vascular physiology, psychiatry, lipid chemistry, mechanisms of 
coagulation and lysis, and computer methodology. 

Such a. center would be strongly research-oriented but at the same time would 
provide patients with care of high oualitv. inclndinz rphnhilitntinn snA wnnld 

[In millions of dollars] 

Number of years 

1 2 3 4 5 
~-______- 

Construction and renovation.--- .______ --- ________ -_ 
0peratir.g expenses .._____..___....__________________ 
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Specialized stroke research centers 
To allow flexibility for the development of a particular field of research, it 

is recommended that at least 10 snecialized stroke research centers be estab- 
lished in various health and medic& research facilities throughout the country. 
These centers will be organizational units with personnel and in-depth research 
and training objectives limited to a special facet of stroke, such as epidemiology, 
instrumentation for cerebral blood flow and diagnostic tests, or experimental 
cerebrovascular surgery in primates known to develop cerebral atherosclerosis. 

These centers should be distinguished from the regional stroke centers, men- 
tioned above, in that they will not be concerned with all aspects for cerebro- 
vascular disease. For example, an epidemiologist may desire to establish such 
a specialized center to develop a program of study of the epidemiology of stroke 
in certain population groups. Such a program w-ill permit the development and 
provide for the support of such a study in areas of the country that are par- 
ticularly suitable for such research and which are not necessarily related to the 
regional stroke centers described earlier. 

It is estimated that a total $300,000 per year is needed for each one of these 
specialized centers. It is recommended that $600,000 be appropriated during 
the first year, $1.2 million during the second year, $l.S million during the third, 
$2.4 million during the fourth and $3 million during the fifth year. 
ildmintitrati~e mecbaizism for stroke centers 

The planning and development of both types of centers will be a major under- 
taking. The total effort will be of a magnitude which may require modifications 
of procedures presently used my the Public Health Service for review of grant 
applications. It would be impractical to have the many detailed ramfications 
of each plan subject to separate considerations by the several committees which 
presently report to the advisory councils. For example, under the present 
system, each one of these centers would employ disciplines requiring the action 
of numerous study sections. The several committees involved would not be 
able to consider the material simultaneously; in the present administrative 
structure, applications would have to be reviewed separately by committees 
dealing with (a) construction and renovation, (a) program project, (c) ap 
propriate study section activity, and (d) training grants. 

In order to activate and develop this major program with flexibility, it is 
recommended that an Advisory Committee on Stroke Centers be established. 
The function of this committee will be the organization, development, coordina- 
tion and review of all olans and nroiects dealing with the develonment of stroke 
centers and the presentation in -ma&e form 0% the comprehensive proposal to 
the appropriate advisory council for its consideration. This committee should 
also be concerned with positive program planning as well as the development 
of a basic “core” of support which would enable each center to become estab- 
lished, coordinate its essential function, and, and get underway. 

During this period, the center committee should utilize fully the talents of 
the presently existing committees, especially those dealing with construction and 
renovation. One way to achieve this would be to have representition from each 
of these committees. The experience gained during the early period could be 
applied in the development of subsequent centers. This would obviously have 
great advantages. 

After the first 3 years, requests for additional support for these centers should 
be submitted through the usual channels and be subject to competitive review. 

It is believed that this approach will prevent the overloading of the present 
committees, sections. and staff during this development period. Furthermore, 
it will coordinate this effort in a sound manner and will greatly enhance the 
quality of the supporting data to be presented for consideration by the appro- 
priate Advisory Council. This will in turn lessen the burden of this large pro- 
gram on the Council. 

RESEARCH PROJECT QRANT PROGRAM 

During the fiscal year of 1963, the total expenditures. both Federal and non- 
Federal, for grants directly earmarked for the support of research on stroke 
amounted to $5.5 million, which represented 0.45 percent of expenditures for 
medical research and 7.7 percent of total expenditures for research in cardio- 
vascular diseases. Of this $5.5 million, $5 million represented Federal expendi- 
tures. Clearly such a small allocation of funds for the support of research on 
stroke does not reflect the importance of a disease that causes at least 12 per- 
cent of all deaths in this country. 
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Therefore, it is recommended that funds be appropriated to the National 

Institute of Neurological Diseases and Blindness for increased support of re- 
search projects in the field of stroke, so that the present level of Federal support 
for research grants may be increased to at least $8 million a year for the next 
3 years. This represents an increased appropriation of $10 million for a 3-year 
period. These funds are to be used for grants or contracts in specific projects. 
Special emphasis should be given to epidemiological studies of stroke, an area of 
research that, up to now, has been almost totally neglected. 

Research training 
TBAINING PROGRAM 

There is a need for developing a training grant program to prepare individuals 
for a career of leadership in research in stroke. The complex nature of brain 
function and the various cerebrovascular diseases suggest that optimum train- 
ing for such a career would include extensive experience in neurology, cardio- 
vascular medicine, angiography, neuroophthalmology, neuropathology, lipid 
chemistry, electroneurophysiologic techniques, blood flow methods of various 
types, clot lysis mechanisms, and epidemiology. 

Education in depth for any one individual in all these fields is not practical. 
The objective of the program will be training in depth in a laboratory area or 
tvvo and practical experience with additional laboratory methods as well as 
basic understanding of the clinical nature of cerebrovascular disease. Emphasis 
will be placed on the specific educational needs of the individual trainee, related 
to his previous residency experience and his ultimate career goal, rather than 
on the exact duration of the training. 

Therefore, it is recommended that $1 million a year be provided through the 
National Institute of Neurological Diseases and Blindness to develop a training 
grant program in the field of stroke. Such grants would be given to eduea- 
tional institutions for the development and operation of training programs, 
including support of faculty, facilities, and the provision of stipends fo’r trainees. 
Undergraduate training 

One of the means for increasing professional interest in stroke and for re- 
cruiting physicians into careers in stroke research is to provide a focal paint 
for the teaching of stroke in medical schools. The development of such a focus 
of interest would serve as a stimulus to imerdepartmental cooperation in other 
research and teaching, including the development of joint projects, seminars, 
and indoctrination in special problems of the patient with stroke. 

One of the best mechanisms for providing for such a development is an under- 
graduate training grant which will provide funds for hiring additional faculty 
with a special interest in stroke, for fellowships for medical students, and asso- 
ciated purposes. Therefore, it is recommended that $2 million be appropriated 
annually to the National Institute of Neurological Diseases and Blindness so 
that undergraduate training grants of $25,000 a year can be made available to 
medical schools. 
CZWcaZ training 

In addition to shortages in research manpower, there are also shortages of 
practicing physicians in the stroke field. There is a great need for a greater 
number of clinicians who are trained in precise methods of diagnosis and who are 
capable of providing the best of treatment. 

To meet this need, it is recommended that the authority be granted and the 
funds appropriated to the National Institute of Neurological Diseases and Blind- 
ness for the establishment of clinical fellowships and full-time clinical inveslti- 
gatorships in the stroke field. More speciilcally, an appropriation of $1 million 
annually is estimated a5 necessary to develop this training program. 

DIRECI- OPERATIONS 

In addition to developing the grant program discussed above, it is recom- 
mended that a National Btroke Program Unit of the National Institute of Neuro- 
logical Diseases and Blindness of the Public Health Service be responsible for 
the following : 

(a) development and maintenance of a National Cen,ter for Stroke Infor- 
mation Exchange (including issuance of a cerebrovascular bibliography, an 
index of current research activities, and statistics relating to stroke) ; 
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(b) develonment and maintenance of a National Center fo’r Collaborative 
Field Studies including epidemiology, evaluation of therapy, etc. ; and 

(c) the provision of central laboratory and statistical facilities, including 
computers-and necessary electronic equipment for conduct of such studies. 

The Commission is aware of the efforts on the part of other official and VO~UU- 
tary health agencies in the field of stroke. For example, the 16s hospitals in the 
Veterans’ Administration, providing almost 125,000 beds, many of which are 
physically near medical schools, constitute an excellent total facility for bringing 
the best in medical care to a sizable segment of population and. in addition, can 
provide an ever-expanding resource for clinical and basic investigation. Already 
signficant contributions to our knowledge concerning stroke have come from 
studies conducted in the Veterans’ Administration hospitals. 

Every effort should be made to continue and amplify clinical studies of stroke. 
The possibilities for research concerning the methods of rehabilitation currently 
in use, as well as research concerning basic phenomena in recovery from damage 
to the nervous system, are attractive and should be exploited. To this end, plans 
should be directed toward maintaining a liaison between the National Stroke 
Program Unit, Public Health Service, and the Veterans’ Administration. Voca- 
tional Rehabilitation Administ.ration, and voluntary health agencies such as 
American Heart Association. 

This unit should be provided with an outstanding professional and admin- 
istrative staff. It is recommended that the sum of $‘i million be appropriated for 
a 5-year period to support its activities. 
Patient care 

The Neurological and Sensorv Disease Service nrogram. Division of Chronic 
Diseases of thePublic Health Service, should be given-authority to make project 
grants to public and other nonprofit organizations for studies, experiments, feasi- 
bility trials, demonstrations, and training designed to provide incentive and en- 
couragement for the development and improvement of methods for the applica- 
tion of the results of research to patients in the community. Specifically, it is 
recommended that a new subsection he added to the Public Health Service Bet 
which would adjust the ceiling and provide that funds appropriated pursuant to 
subsection 316(a) would also be available for the Surgeon General to make proj- 
ect grants in the neurological and sensory disease program area, on such terms 
and conditions as he finds necessary, to States and other public and nonprofit 
organizations for studies, demonstrations, and the training of personnel. 
Stroke stations 

An appropriate unit in the Public Health Service should be given the authority 
and necessarv funds to award erants to establish and maintain a network of 
approximately 100 stroke static&s in the United States. Approximately 50 of 
these stations should be established either in medical centers or existing clinical 
facilities of the medical schools, but not usually in those schools designated as 
“regional stroke centers” ; and the other 50 in community general hospitals, in- 
cluding Veterans’ Administration hospitals and mental hospitals, not necessarily 
connected with medical schools. These stations would serve as a pilot program 
for the demonstration of methods providing high quality patient care. They 
would have the following principal objectives : 

(1) Immediate and emergency care for patients with acute stroke. 
(2) Stimulation of interest of medical students and practitioners. 
(3) Training of physlci~ans in ithe community in management of stroke. 
(4) Identification of the stroke-prone individual and encouragement of 

treatment to prevent catastrophic manifestations of stroke. 
(5) Education of the public concerning prevention and treatment of stroke. 

These stations will include intensive care units for the emergencr care of 
patients with stroke. Theg%hould be located that they may share certain 
facilities and personnel wisth heart disease stations. Therefore. it is desirable 
for the stroke s’tations to be in the same area of the hospital as the heart stations 
and to work closely with them, avoiding unnecessary duplication but supporting 
each other. 

These stations will include laboratory facilities, physical medicine. and rrha- 
bilitation facilities, outpatient clinic and hosiptal beds. and provisions for elec- 
troencephalographic, electrocardiographic, neurological, and emergency surgical 
services. 

In order to establish these stations, funds are necessary for the renovation of 
existing facilities. It is estimated that renovation and equipment will cost an 
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average of $200,000 for each station. ,4n additional amount of $175,000 a year 
will be required for the efficient operation of each station. 

The Stroke Subcommittee recommends that a total of si7.75 million be nppro- 
priated for a 5-year period for the development of this program, according to 
the following table : 

Cost of stroke stations 

[Dollars in millions] 

I 
Y&U 

/ 1st / 2d j 3d / 4th 1 5th 
Newstatiom _________ _______ _____ -_--_.-I 20 I ?O I 30 I 30 I-._-.___-_-_ 

Renovation costs- .____.__ -__-_-_-- ________ 
Operationerpenses-~~-~~~-~--~-~--~--~-~~- 

Local commun@ programs 
Many of the victims of stroke require services at home, in hospital out- 

patient departments, in clinics operated by public health departments, etc. In 
order to expand and make more effective such services at a local community 
level, it is recommended that the appropriate unit in the Public Health Service 
be given the authority and funds for developing a program of project grants 
to community agencies such as hospitals, public health departments, voluntary 
health agencies for studies, experiment, feasibility trials, and demonstrations, 
and training. Over a 5-year period, $22.5 million should be appropriated for 
this purpose, with $1.5 million in the first year, with gradual increases until 
$7.5 million is reached in the fifth year. 

REPORT OF THE SUBCOMMITTEE ON REHABILITATION 

INTBODUCI’ION 
Rehabilitation has frequently been called the third phase of medicine, following 

preventive medicine and curative medicine and surgery. It is the neriod when 
the fever is down and the stitches are out. In c&rast to convalescence, in 
which the patient is left alone to rest through the period when time and 
nature take their course, medical rehabilitation is a dynamic concept in which 
the skills of a professional team are integrated as a single force to assist the 
patient in reaching the maximum of his physical, emotional, social, and voca- 
tional potentials. 

The first objective of rehabilitation is to eliminate the physical disability, 
if possible; second, to reduce or alleviate the disability to the greatest possible 
extent; and, third, to retrain the person with a residual physical disability to 
live and to work within the limits of his disability but to the hilt of his 
capabilities. 

The complexities of the physical, social, emotional, and vocational problems 
of patients with heart disease, cancer, or stroke require the teamwork and 
skills of many disciplines : Physicians, physical therapists, occupational thera- 
pists, speech therapists, rehabilitation nurses, psychologists, rehabilitation 
counselors, orthotists, social workers, and therapeutic recreation specialists. It 
is essential, therefore, that patients with heart disease, cancer, or stroke in 
need of rehabilitation services be referred at the earliest feasible time to 
facilities where such specialized personnel are available. 

In the general or specialized hospital, the rehabilitation unit is a service 
unit to the entire institution, as is the X-ray unit and pathology laboratory. 
Medical responsiiblity during the period of definitive care rests with the initial 
or admitting service. During this period, the rehabilitation unit serves in a 
consulting role. 

For example, if a patient with cancer of the larvnx is to undergo laryngectomy, 
the speech pathologist from the rehabilitation unit may see the patient preopera- 
tively to explain the principles of esophageal speech or the use of the artificial 
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larynx. He helps allay the fear of loss of speech and makes retraining following 
surgery more effective. 

When the patient with heart disease, cancer, or stroke has completed the de- 
finitive phase of care and is in need of rehabilitation, he may be transferred to 
the rehabilitation service where the total effort of the rehabilitation team 
can be concentrated on his care and where he will be in a milieu conducive to 
hope, tempered with realistic goals. 

The Subcommittee on Rehabilitation heard testimony from individuals and 
representatives of organizations who are experts in rehabilitation services for 
persons with heart disease, cancer, and stroke to the elect that the complexities 
of the physical, emotional, social, and vocational problems of patients with 
heart disease, cancer, and stroke require a teamwork approach among many dis- 
ciplines, e.g., physicians, physical therapists, occupational therapists, speech 
pathologists, rehabilitation nurses, psychologists, rehabilitation counselors, 
orthosists and prosthetists, social workers, rehabilitation administrators, and 
others. It was reoeatedlv emnhasized that because of its very nature, rehabili- 
tation is a service program which is an essential and integral part of’ the total 
medical care and medical and social responsibility for persons with heart disease, 
cancer, or stroke. 

Heart Disease.-The Subcommittee on Rehabilitation heard those testifying 
repeatedly assert that the rehabilitation services we are providing for our fel- 
low citizens with heart disease are far from ootimal. Cardiovascular diseases 
are not only the leading cause of death in our Nation but they also lead the causes 
of disability. It is estimated that at least 20 million persons are handicapped 
to some degree by heart disease. In the bringing of rehabilitation concepts and 
methods to these persons, we should be concerned not only with the problems of 
overt heart disease but the premorbid stages as well. 

A major need is for continuing education of physicians, paramedical personnel 
concerned with rehabilitation, and the public as to the potentials and methods 
of rehabilitation. Despite efforts by public, professional, and voluntary agencies, 
the potentials of rehabilitation, its concepts and its methods, are not well under- 
stood. It was emphasized that the most important single contribution to the 
more effective utilization o,f rehabilitation concerts and methods in services for 
the patient with heart disease is continuing educabon for physicians. 

The importance of and the potential contribution of properly staffed work 
classification units was repeatedly emphasized. 3fuch needs to be learned about 
energy costs and psychological problems of cardiac workers. There is need for 
education 09 both labor and industry and the placement and compensation of 
cardiac patient. 

Cmcer.--It was repeatedly brought out that too often the surgeon feels only 
the primary responsibility for the surgery, per se. Often, he does not have 
the time or the interest to detail the possibilities of postsurgical rehabilitation. 
The surgeon must realize that rehabilitation exists as a service program for him 
and his patients. To help meet the responsibility of his disabled patients after 
the surgery is completed, a program designed to meet the retraining needs of 
the patient after the fever is down and the stitches are out must be set up. There 
needs to be a new era of understanding as to the service role of rehabilitation. 

This can onlv be nccomnlished bv imnrovine our total communications nro- 
gram ; e.g., the American &Cancer Society has-provided certain literature -but 
organizations like the American College of Surgeons and other learned surgical 
societies should be asked to sponsor training and demonstration programs in 
rehabilitation for their membershin. This could best be done bv the inclusion of 
papers presented at their regular-meetings,. films, film strips, -teaching TV ma- 
terial. and appropriate literature. Rehabilitation must be an integral part of 
the total treatment of cancer patients. 

B-east cancer.-Surgeons who operate on patients with breast cancer must 
be familiar not onlv with the Dhilosonhv and nrincides of rehabilitation but 
with the practical means of incorporatmg this needed service into their thwa- 
peutic regimen. Lymphedema, for example, often a complicating factor follom- 
ing mastectomy, can be materially reduced with proper physiotherapeutic and 
rehabilitation procedures. There should be availabIe. in a hospita1 treating pa- 
tients with breast cancer. a rehabilitation team who can nrovide the needed 
service to such patients. The service should be provided in the earlv stages and 
continued as long as indicated. The problems of fitting a prosthetic brassiere. 
the psychological problem in adjusting to a mutilating procedure. and many other 
conditions created as a result of radical mast.ectomy, shouId be managed like any 
other medical and psychological rehabilitation problems. It is the responsibility 
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of the surgeon to see to it that his patient receives not only a comprehensive and 
good quality surgical care, but also is provided rehabilitation if indicated. 

Cuncer of the &WUWZ.-A suecialized team to retrain Datients with larvneeal 
cancer phy&cally and reorient them psychologically is an absolute necessity. 

There are 3,000 to 6,000 new cases of cancer of larynx in the United States 
annually ; there are an estimated 23,000 to 25,000 laryngectomized individuals in _ - 
this country. Speech therapy, using esophageal speech or electronic devices, 
and rehabilitation of these patients is fundalmental in their care. 

A rehabilitation team can be invaluable to the cancer surgeon in meeting prob- 
lems following maxillofacial and other types of radical surgery. In addition 
to plastic surgery, much can be done physically by prosthetic devices, at which 
time the orthotist and the dentist are invaluable members of the rehabilitation 
team. Psychological support, also fundamental for these patients, is best provided 
in a setting serving all types of disability. 

Ampzctation.-Cancer is responsible for 5 percent o,f all amputations. A third 
of the cancer amputees are children. The proper fitting with prosthetic devices 
and training in their use is basic. Even though the life expectancy of these 
patients may be limited, it is important for them to live the best lives possible. 
This requires a total rehabilitation effort if the physical, emotional, psychological, 
and vocational need of these patients are to be met. 

Cancer of coZom.-Colostomy offers another important opportunity for rehabil- 
itation for cancer patients. Too often, the colasttoanized patient is left on his own 
after sureerv. not ,onlv to work out the technical details of managing t’he col- 
ostomy but &o to struggle through the depression that is usual afier-this type 
of surgery. Here is real need for all types of patient support and education. The 
American Cancer Society has provided certain literature and recently the Divi- 
sion of Chronic Diseases in the Public Health Service has produced an instruc- 
tional film for both professional personnel and patients. There is urgent need 
for enlargement of such a program: unless it is developed, many patients will 
be lost by default, even though their surgery is successful. 

Stroke.-In the past t’he patient with stroke has too often been considered a 
hopleless candidate for the nursing home, the back bedroom, and the chronic wards 
of the hosnital. It was uointed out in the testimony that strokes occurred at all 
ages and t-hat, regardless of age, the patient was eniitled to rehabilitation oppor- 
tunities. It was further indicated that the individual with such severe brain 
damage that he is unable to retain knowledge, the patient with cardiac failure 
that made further energy demands impossible, and those with uncontrollable 
malignant hypertension were obviously not suitable candidates for rehabilitation. 
It was emphatically brought out that every stroke center or station must have 
services of a comprehensive rehabilitation program, not only physical but 
vocational. 

There was special discussion on the most difficult problem in stroke: aphasia. 
Actually this disabling ‘condition should he considered a total problem of com- 
munication rather than aphasia alone. There is a tremendous need not only 
for more services in this field but for more research. This should not only be 
done by the Vocational Rehabilitation Administration alone. Rasic research 
should be supported also by the National Institute of Neurological Diseases and 
Blindness, the National Heart Institute, and any other agencies wiith either pri- 
marv or tangential interest. 

The-p&on who has&&red re’sidual disability following a stroke should not 
be considered a specific clinical entity but, rather, an individual with a functional 
deficit. The localization and extent of the anatomic and physiologic defect 
aroduced bv stroke results in variations in the heminlegic pattern. No standard 
irogram f& the rehabilitation of the person with-&k&is therefore possible. 
Individual prescription and therapeutic measures ‘must be based on analysis 
and evaluation of the functional deficit. 

The stroke patient in our society is at our mercy. He is not uncommonly aged ; 
usually he is financially dependent ; he does not know what he needs or where to 
find help: and he is certainly incapable of coordinating his own health services. 
There is great need, therefore, to find methods of intra-agency and interagency 
coordination within the purview of health, education, and welfare at local, State, 
and National levels. 

It is apparent that the U.S. Public Health Service through the State health 
departments could serve an important function in continuing education in 
rehabilitation of stroke victims as well as casefinding. 
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Rehabilitation is not a subdivision of medicine but is actually in some resoects 
broader than medicine, for it involves a wedding of the behavioral and social 
sciences with biological sciences. This principle has not been adequately applied 
in the case of stroke patients but should be encouraged. 

Rehabilitation is an integral part of the medical care of patients with heart 
disease, cancer, and stroke. It is essential, therefore, that any and all special- 
ized facilities for the care of patients with heart disease, cancer, and stroke have 
comprehensive rehabilitation service. The type of rehabilitation service and 
the staffing patterns of such services will vary with the basic mission of such 
specialized facilities. All persons testifying at the hearings of the Subcommittee 
on Rehabilitation strongly recommended that persons needing rehabilitation serv- 
ices because of heart disease, cancer, or stroke could best be served in a general 
multidisability rehabilitation program. 

Disability ce%tere.-Subcommittees on Heart Disease, Cancer, and Stroke have 
recommended the establishment of diagnostic and treatment stations through- 
out the country. These stations, which will be in community general hospitals 
and medical centers affiliated with universities, will be responsible for providing 
high-quality care for patients suffering from heart disease, cancer, or stroke. 
Since it is recognized that each of these stations should be associated with a 
rehabilitation unit capable of providing needed services, it is recommended. 
therefore, that where none exist, a rehabilitation unit be established in each 
and every one of the hospitals where heart disease, cancer, or stroke stations 
are built. 

Program services and staffing will vary in such units. However, a typical 
rehabilitation unit will include at least a 20-bed ward for rehabilitation services. 
The units should offer multidisability rehabilitation programs, but especially 
oriented to meet the needs of heart disease, cancer, and stroke stations. 

In order to establish such units, funds must be provided for the renovation 
of existing facilities and for the construction of new ones. It is estimated basic 
renovation will cost approximately at least $150,000 for each ZO-bed unit. An 
additional $150,000 a year will be required to meet half of the operating costs 
of each unit. The remaining half can be met through fees for service and local 
participation. 

The Rehabilitation Subcommittee recommends that funds be appropriated 
by Congress for a 5-year period for the development of this program. These 
funds should be allocated by the Public Health Service so that this program 
can be administered in coordination with heart disease, cancer, and stroke sta- 
tions. This program should be developed in collaboration with the Vocational 
Rehabilitation Administration. The following table summarizes the annual 
budget necessary for the development of this program on the basis of 100 re- 
habilitation units. Total budget will vary, depending upon total number of 
units. 

Costs of rehabil4tation stations 
[Dollars in millions] 

Year 

l I 2 I 3 I 4 I 5 

Number of new units to be established ________________ 10 20 30 40 .----.--__ 
______ 

Renovation or constructions _____________.___._._____ 
Operatingexpenses--------.--------.---------------- “Z 7:; E:! 

yo” -____-_--_ 
$15 ______ _____ 

Total ________________________________________-- 3.0 7.5 16.5 19.5 15 

Demonstration projects.-It is further recommended that all hospitals and 
public health agencies serving persons with heart disease, cancer, and stroke 
should be encouraged and assisted to make rehabilitation services an integral 
part of their program. The Public Health Service should be given the authority 
and necessary funds to make project grants to hospitals and public health agen- 
cies for the development of demonstration projects in rehabilitation in the com- 
munity. Such community rehabilitation programs should be integrated with 
other services provided by hospitals and public health agencies to patients with 
heart disease, cancer, or stroke. It is estimated that the sum needed to initiate 
this program is $1.5 million the first year, to be increased in stages to $7.5 million 
during the lifth year. 
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THE VOOATIONAL REHABILITATION PROGRAM 

The major responsibility for rehabilitation services for the adult civilian 
population of the United States is vested in the Vocational Rehabilitation 
Administration, Department of Health, Education, and Welfare, and its counter- 
part agencies in all 50 of the States, the District of Columbia, Puerto Rico, Guam, 
and the Virgin Islands. 

The principal programs conducted are (1) the basic program of vocational 
rehabilitation services for disabled neode. carried out coonerativelv between the 
States and the Federal Governmen{ (2) research and demonstratibn, (3) train- 
ing programs to produce more professional personnel, and (4) an international 
rehabilitation research program. 

BtatePaderaZ rehab,ilitation. services.-Disabled persons apply to, or are re- 
ferred to, the State vocational rehabilitation aeencv to receive whatever rom- 
bination of services may be needed to achieve rehabilitation. The services avail- 
able include medical, surgical, hospital, psychological, vocational, and other edu- 
cation and training ; job placement ; followup in employment ; and several other 
related services. The key staff member in this program is the rehabilitation 
counselor who works with the patient, the physician, the family, hospitals, 
schools, employers, and others in laying out an individual plan of services and 
in helping to carry it out. While some services (beyond counseling) may be pro- 
vided directly by the State agency, most services are secured by purchase from 
physicians, hospitals, rehabilitation centers, clinics, schools, sheltered workshops, 
and other sources. 

Some highlights.-In fiscal year 1964, almost 120,000 disabled clients were 
rehabilitated by the Federal-State vocational program. This was the eighth 
consecutive year that a new high was established in the number of persons 
rehabilitated. Over the past 5 years, the number of rehabilitants has increased 
36 percent. 

A total of 400,000 disabled clients were served during the year by the State 
vocational rehabilitation agencies, an increase of a little more than a third over 
the last half decade. 

During the same 5 years, the national rehabilitation rate increased from 49 
per 100,000 population to 63 per 100,000. 

More than a quarter of the rehabilitants were 45 years of age or over : 1 in 5 
rehabilitants was less than 20 years old. 

Of every 10 rehabilitants, 6 were male; 8 of every 10 rehabilitants for whom 
race was reported were white. 

Nearly half the rehabilitants had dependents. 
The three largest sources of referral were private physicians (16 percent), and 

hospitals and sanatoriums (13 percent), and educational institutions (13 
percent). 

Before receiving rehabilitation services, more than half the rehabilitants 
were dependent on family and friends for their primary source of support. 

At acceptance for service, to judge from past trends, about 21,000 rehabllitants 
were being supported by public funds. Of these clients, some 16,000 were receiv- 
ing public assistance payments at an aggregate annual amount of over $18 
million. The other 5,060 were maintained by public institutions and other public 
programs. At closure, about 6,300 clients were receiving public assistance of 
less than $6 million annually, a net reduction of about 60 percent in the number 
of public assistance recipients, and an estimated savings of nearly $13 million 
in public support funds. 

Nearly three-quarters of the rehabilitants were not working before rehabilita- 
tion. The remaining clients were either employed, self-employed, unpaid family 
workers, or homemakers. After rehabilitation, 83 percent of the clients were 
earning wages. The average wage for the group was a little over $40 per week ; 
nearly 30 percent were earning over $60 per week. 
ing of all rehabilitants was $250 million. 

The aggregate annual earn- 

The number of clients rehabilit,ated who had been applicants for old-age and 
survivors’ disability insurance benefits was about 9,600. 

Of the rehabilitants closed into paid employment, more than 10 percent were 
placed in professional and semiprofessional types of occupations and nearly 30 
percent became skilled and semiskilled workers. 

More than 90 percent of the rehabilitants required some type of purchased 
service at cost to the agency. The services needed most frequently by all 
rehabilitants were diagnostic procedures, 96 percent ; training and materials, 36 
percent ; and surgery and treatment, 35 percent. 
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On the average, clients completed the rehabilitation process in approximately 
33 months. The median time from referral to acceptance for service was about 
2 months ; from acceptance to closure, 11 months. 

Service8 for heart patients.-From its inception, the State-Federal program 
of vocational rehabilitation has served nersons disabled bv disease or disorders 
of the heart. Since 1943, when legislation authorized the provision of services 
to reduce or eliminate the handicapping residuals of disability, the program has 
also provided medical restorative services for the cardiac with a potential for 
work. State agencies have varied in the depth and scope of the services they 
have made available to the cardiac case. Some have pioneered by arranging for 
their clients to have surgery of the heart, including open-heart surgery, surgery 
to insert “cardiac pacemakers,” to transplant arteries or veins, or to substitute 
various synthetic materials for damaged arteries. In other States, arrange- 
ments to provide these highly technical procedures have been made through other 
public or private agencies, with the State rehabilitation agency coordinating 
these other resources in order to develop the integrated pattern of services essen- 
tial to the rehabilitation of the cardiac. 

Emphasis has always been given to the following: comprehensive diagnostic 
and evaluative services, physical restoration services, professional counseling, 
nrevocational and vocational training. and iob nlacement and followun. All 
clients of a State rehabilitation agency rece& a’ general medical examination 
at the time they apply for services. The family physician’s intimate knowledge 
of the client and his circumstances is utilized fully, since he may direct 
attention to sec0ndar.v medical Droblems. or to emotional and social Droblems 
which must also be r&solved if ihe per&n handicapped by a cardiac condition 
is to be successfully rehabilitated. Usually the agency will refer the client to a 
cardiologist who thoroughly evaluates the cardiovascular and related systems. 
In addition to providing such relatively routine tests as an EKG. X-rav. and 
fluoroscopy of the chest; he may recommend further special studies which are 
arranged for by the agency. The client may be referred to a work classification 
/center, where a team of medical and vocational specialists determine his 
physical capacity for work. Or he may be referred to the cardiac team of a 
medical center where cardiac catheterization. aneiocardiorranhr. and blood 
chemistries under standardized conditions of work are comdeted.’ ’ 

Once the evaluation of pertinent medical, psychosocial, and vocational factors 
has been completed, the agency counselor, in consultation with his medical 
consultant, will develop a rehabilitation plan cooperatively with the client and 
his family. This plan may include provision for necessarv surgical procedures. 
Arrangments may be made for the client to go to a rehadilitation center where 
tolerance for work may be developed under medical supervision, where train- 
ing in “work simplification” can be received, as well as such additional services 
as prevocational training, psychological testing, and personal adjustment coun- 
seling. Sheltered workshops may be utilized to afford the client exposure to 
work experience in order to develop confidence in his ability to return to the 
labor market; or the plan may include his attendance at a vocational school 
to develop job skills. 

The client and the counselor consider together all Dossibilities for rpmunera- 
tive employment which are within the cl&t’s residual physical capacity, his 
particular aptitudes and interests and for which there are placement opportu- 
nities available. These may include employment in the competitive labor market, 
self-employment, a return to the job held prior to the onset of disability, 
sheltered workshop activity, or homebound industry. Other community services, 
such as homemaker services, may be incorporated in the work plan so that the 
client may expend his energies at work more suited to his abilities. 

In carrying out rehabilitation plans for cardiac patients, it is logical that 
State agencies should uncover p-ILns in the services needed bv their clients. In 
cooperation with other community agencies, and with the support of the Voca- 
tional Rehabilitation Administration, State agencies have stimulated the de- 
velopment of many valuable resources for the rehabilitation of the cardiac. 
Among these are cardiac evaluation centers at medical centers, work classifica- 
tion units, homebound industries, rehabilitation centers, and sheltered work- 
shops. 

Equally important, State agencies have given essential support to these re- 
sources by finding appropriate candidates for the services they provide and by 
paying for the care received by clients. The State agency may assign voca- 
tional counselors to such facilities in order to increase their effectiveness, an 
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activitv freauentlv undertaken as an extension and imnrovement nroiect with 
the support-of 7% percent funding through the Vocational Rehabilitation Ad- 
ministration. Cooperative arrangements have been developed between Federal 
and State agencies and the American Heart Association. 

Rehabilitation for canoer patient&-As is true with heart disease and stroke, 
the practices of State agencies vary in their efforts to meet the rehabilitation 
needs of cancer cases. Generally, the comprehensive evaluation and continuum 
of services appropriate to the individual needs of the cancer client are similar 
to those described earlier. 

Because of the differenee in State agency practices and the pressure of many 
of these agencies to provide cancer surgery when the eligibility for vocational 
rehabilitation services was uncertain, the Vocational Rehabilitation Admin- 
istration has encouraged State rehabilitation agencies to include cancer pa- 
tients in their caseloads where eligibility requirements are met and has issued 
guidelines for provision of vocational rehabilitation services to indivduals with 
cancer. 

The agencies generally arrange for biopsies to be carried out when they are 
required as part of the diagnostic workup and are approved by the agency’s 
medical consultant. It is also general policy to provide necessary surgery when 
the client is unable to pay for this service himself or when arrangements can- 
not be made for surgery through other resources in the community. Sometimes 
when an individual is accepted for service, a malignancy is discovered or sus- 
pected, and the subsequent biopsy may indicate the necessity for surgery as a 
lifesaving measure. In such cases, the State agency may provide for the neces- 
sary surgery. If a client is known to have cancer at the time he is accepted 
for rehabilitation service and the rehabilitation plan includes physical restora- 
tion services to remove or alleviate the malignant condition, radiation therapy 
and drugs may be provided as part of the physical restoration program. 

Agencies have been cautioned against becoming involved in diagnostic surgery 
in cancer cases with a grave prognosis. Thus, under current pradices, a major 
consideration for State agencies in accepting cancer cases for vocational 
rehabilitation services is reasonable expectation that the individual will be able 
to engage in a remunerative occupation. 

The public program of vocational rehabilitation could expand its services to 
meet the needs of a greater number of cancer cases through the following 
measures : 

State rehabilitation agencies should be encouraged to liberalize their policies 
in accepting cancer cases for service, including cases where (1) the disease 
Process is considered arrested, and (2) where the cancerous progress may be 
medically described as slow. This liberalization could be accompanied by a broad 
Program of interpretation of this new policy to physicians, community referral 
sources. and the eeneral nublic. 

State agencies should broaden their service concepts for individuals with 
cancer. In the case of laryngectomized individuals, physical restoration with 
reconstructive surgery can often be beneficial. There is need, too, for the pro- 
vision of training in esophageal speech and in cases where such speech cannot 
be acquired to provide electronic devices to facilitate communication. 

The Vocational Rehabilitation Administration should develop cooperative 
agreements and programs with the medical profession and appropriate voluntary 
agencies. For example, discussion should be initiated with reuresentatives of 
the American Cancer Society leading to cooperative programs in the rehabilita- 
tion of cancer patients, as has been done with the American Heart Association 
for cardiac cases. This should lead to improved coordination in providing 
services at the State level. 

RehaMlitatim for stroke patient&-Often, for the patient, the return to a use- 
ful and productive life following a stroke is a long and discouraging process, 
but frequently much can be accomplished if vocational rehabilitation services can 
be provided early and continued for the necessary time. 

Patients with stroke are being served through State agency programs, although 
unfortunately not in large numbers. The services provided are essentially the 
same as those for heart and cancer cases. In some cases physical restoration 
services will include surgery for removal of clots, tendon transplants, tendon 
lengthening, or release of spastic muscles. 

Early referral is particularly important in stroke cases. Educating physicians 
to early referral is a constant preoccupation of the Vocational Rehabilitation 
Administration. It could be strengthened through coordinated action with State 
and local medical associations as well as with State and local heart associations. 

43%669-66--14 
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Provision should be made for State agencies to support stroke cases for 
specified periods in nursing homes which have appropriate rehabilitation and 
therapeutic services. Along this same line, needed therapy should be provided in 
the home as a homemaker service. 

In rural areas, State agencies should be enabled through special funding to 
provide mobile diagnostic and therapy teams to evaluate stroke cases, determine 
their degree of disability, and prescribe treatment. There is also a need for 
the training of nurses and family members in order to provide needed therapy 
under the direction of the patient’s physician and with the resources of the local 
hospital. 

States should be enabled to encourage by grants and other forms of support 
the initiation of local programs of physical and speech therapy for stroke 
patients, utilizing fully the community hospital and other relevant community- 
based health programs. 

Services for heart, cancer, and stroke patients.-In the year ending June 30, 
1964, nearly 120,000 disabled Americans were rehabilitated into public employ- 
ment under the State-Federal vocational rehabilitation program. This was a 9- 
percent increase over the preceding 12 months and the 11th consecutive year in 
which a new high was established. Despite these advances, it is estimated that 
there are 2 million Americans who are eligible for and who could benefit from 
vocational rehabilitation services if facilities, personnel, and funds were avail- 
able. The number newly disabled each year is 350,000. 

Even present services under the State-Federal rehabilitation program are not 
used to full effect for patients with heart disease, cancer, and stroke. 

Of 110,136 persons rehabilitated into employment by State vocational re- 
habilitation agencies in fiscal year 1963, only 5,138 (4.7 percent) had heart 
disease, 539 persons (0.5 percent) had cancer, and 502 (0.5 percent) had strokes. 
As the total number of persons rehabilitated annually into employment increased 
steadily from 80,739 in 1959 to 110,136, the percentage of the total with heart 
disease, cancer, and stroke remained constant. 

By 1968 the Vocational Rehabilitation Administration nrojects a total of 161,900 
persons rehabilitated into employment. If the percentage of the total with heart 
disease, cancer, or stroke remains constant, vocational rehabilitation services 
during fiscal year 1968 will be provided to only 7,506 persons with heart disease, 
750 persons with cancer, and 806 persons with strokes. 

Legislatiolz.-Legislation currently pending before the Congress would allow 
State vocational rehabilitation agencies to serve clients for a period of at least 
18 months before all criteria of eligibility are met. If this legislation is adopted, 
patients with heart disease, cancer, or stroke may receive intensive evaluation 
services before it is definitely determined that there is a reasonable expectation 
of ability to work for pay. 

Further servires could be provided for patients with heart disease, cancer, or 
stroke if State legislatures appropriate more money for Federal matching, so 
that State agencies may increase staff, expand services, and serve more clients. 

State agencies can also be encouraged to develop more extension and improve- 
ment projects (which are supported with 75 percent Federal funds) for persons 
with heart disease. cancer. or stroke. 

Services available for &dlac, cancer, and stroke patients through State re- 
habilitation agencies could be cormiderably enhanced and expanded by clear- 
cut authority to provide self-help devices-such as mechanical stairs or other 
structural alterations in the home. These facilities might be interpreted as 
being in the nature of prostheses, but their primary function would be to serve 
as aids to independent living rather than as devices designed to meet a voca- 
tional need. 
State 

Quite possibly, adidtional legislation would be necessary before 
agencies could have the authority to expend funds for the purchase of such 

equipment, but this seems an area deserving careful analysis. 
Vocational rehabilitation services should be extended to many more young 

people with heart abnormalities in their early teens, since they require early 
guidance by counselors for proper vocational planning. Young people with 
organic heart disease, whatever their functional or therapeutic classification. 
should be considered handicapped and eligible for vocational rehabilitation 
services. Many of these young people with a history of rheumatic fever are 
often classified 1-A and are, therefore, not acceptable to State vocational rehabili- 
tation agencies. More education is needed in the correct use by physicians and 
correct interpretation by counselors of the functional therapeutic classification. 

The Vocational Rehabilitation Administration should be directed to launch a 
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sl)ecial 2-year development program to provide a vastly expanded pattern of 
operation in cooperative work with the States and communities in rehabilitating 
the victims of heart disease, cancer, or stroke. 

Specifically, the new programing should include : 
1. New system of project grants, primarily to State vocational rehabilitation 

agencies, financed entirely with Federal funds for a 2-year developmental period, 
to provide complete and modern vocational rehabilitation services to persons with 
disabilities resulting from heart disease, cancer, or stroke ; $1.5 million a year is 
recommended. 

2. The construction of vocational rehabilitation centers and sheltered viork- 
shops with special emphasis on those which will be fully capable of providing 
the most advanced evaluation and services for persons disabled by heart disease, 
cancer, or stroke, as well as other disabilities including mental retardation. 

To provide a strong incentive to cooperating agencies and groups, at least 
three-fourths of the construction costs of these projects should be borne by the 
Federal Government. This Federal support should also apply to necessary equip- 
ment land the costs of staffing for the Erst few years. 

Because many persons are so severely disabled they cannot reasonably be 
expected #to even enter competitive jobs, yet are able to work productively in 
sheltered workshops, the Federal Government, through the Vocational Rehabili- 
,tation Administration and the cooperating State agencies, ‘should provide con- 
tinuing Federal grants to help support sheltered workshops. 

There are at present about 400 rehabilitation centers, varying in type, size, 
service, and disability interest. Of these, probably about 75 are vocationally 
oriented centers, including ‘those with beds or dormitories and those functioning 
on an outpatient ibasis. According to a recent estimate, at least 200 more voca- 
tionally oriented centers are needed. Sheltered workshops currently number 
about 650, with great variations. At least 1,000 more sheltered workshops should 
be established. 

For an aggressive and yet realistic approach, it is recommended that during 
the next 5 years a minimum of 100 vocational rehabilitation centers and 500 
sheltered workshops be estajblished throughout !the country. 

The ‘average cost per unit is estimated to ,be $700,000 for each center and 
$120,000 for each sheltered workshop. The Federal Government’s share of this 
amount should be at least 75 percent of such costs. The Vocational Rehabilita- 
tion Administration should be given the authority and appropriation to undertake 
this nrog’ram. The following tables summarize the cost of initiating this 
progr&m for the first 2 years. - 

Annual cost of new vocational reha%litation centers 

I[Dollars in millions]J 

1st year 

Annual cost of new sheltered workshops 
[Dollars in millions] 

- 

__ 

=z 

- 

- 

._ 

1= 

- 

2d year 

15 
- 

$1;:; 

2d year 

3. Legislative authority to permit the use of Federal funds by the Vocational 
Rehabilitation Administration to match funds appropriated by city or county 
governments which are used within the general framework of the presently 
established State vocational rehabilitation program. This new authority will 
encourage city and county governments to participate directly in the vocational 
rehabilitation of their citizens suffering from heart disease, cancer, or stroke. 
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It is estimated that $2.5 million is necessary for a 2-year period to initiate this 
program. 

4. New legislative authority to enable the Vocational Rehabilitation Adminis- 
tration to relax its nresent requirements in the acceptance of disabled persons 
for services in the State-Federal program. 

Under present law, a disabled person must be found potentially employable 
before rehabilitation services can be undertaken. In a large number of patients 
recovering from heart disease, cancer, or stroke, employability cannot be prog- 
nosticated until restorative measures have been administered for a variant period 
of time. For the Federal-State nroaram to nlay an aggressive role in reducing 
needless disability, the agencies should be authorized and encouraged to provide 
services for a preliminary period of time (which will vary but often runs from 
a year to a year and a half) before deciding whether or not the individual 
patient is likely to be employable. 

The extent of the additional outlay of funds will depend largely on the ability 
of individual States to appropriate -increased funds for matching purposes. It 
is estimated that a sum of $1 million will be needed for the first year. Expendi- 
tures for subsequent years will be incorporated in the growth of the vocation 
rehabilitation program. 

JXE.BEA&CH IX REHABILITATION 

Since 1954, the Vocational Rehabilitation Administration has conducted a 
program of research and demonstration grants and research fellowships and 
since 1961, with the use of “counterpart” funds owed the United States, this 
program has been international. Some funds for research and demonstration 
projects in rehabilitation are also available from the Public Health Service 
through the National Institutes of Health and the Division of Chronic Diseases, 
Bureau of State Services: the Children’s Bureau. Welfare Administration. De- 
partment of Health, Education, and Welfare; and the Veterans’ Administration. 
The research appropriation for VRA in the fiscal year 1965 was $22.685.000. 

The public program of vocational rehabilitation today sights two goals: em- 
ployment of disabled persons according to their abilities, their preference, and 
their hopes for a secure future ; and the reduction of dependency among disabled 
uersons who cannot alwavs undertake work for nav. 

Some of the ways to achieve these goals have-been clarified by Vocational 
Rehabilitation Administration research and demonstration activities since 1955. 

More than 850 projects supported by VRA were completed, in progress. or ap- 
proved for initiation at the end of June 1964. In that vear. more than $15 mil- 
lion in Federal money was available for research proje&s, to support initiation 
of new projects or continuance of prior awards. Research grants to State 
rehabilitation agencies or private, nonprofit groups require a prospect of new 
information or new techniques of benefit to the general program or certain areas 
of rehabilitation endeavors. 

,The projects studs virtuallv everv field of rehabilitation : cardiovascular dis- 
orders,-mental retardation, mental illness, orthopedic disorders, speech and hear- 
ing, visual disorders, aging and chronic illness, and other conditions that are 
handicaps to employment and independent living. Not only is t’here research 
per se, but demonstrations of the validity of new knowledge or ideas, adminis- 
trative and program studies, and many projects on the periphery of the program 
but valuable to its operation and progress. 

The philosophic concepts of rehabilitation of the person with heart disease 
have gained increasing recognition over the past two decades. This has resulted 
from a sharper scientific delineation of rehabilitation as a concept coupled with 
increased physiologic and biochemical knowledge of congestive heart failure 
and better understanding of the meaning of cardiac functional classification in 
terms of ergometry and ergonomics. 
Projects in heart disease 

With the aid of research and demonstration grants, the Vocational Rehabilita- 
tion Administration has supported a number of cardiac work evaluation units 
which have yielded valuable information on the capacity of heart patients to 
engage in physical activity. The treatment and advice given to cardiovascular 
patients as well as the vocational rehabilitation procedures have changed con- 
siderably as a result of such findings. 

To restrict the patient to a level of activity far below his reasonable capacity 
defeats the purpose of rehabilitation. To neglect to protect the patient against 
dangerous stresses at home, yet to overprotect the patient during employment, 
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is poor management, expensive both to the patient and the community. Reason- 
able regulation of the patient’s activities so that he may resume an enjoyable and 
productive life should be the goal. 

The University of Minnesota, the University of Pittsburgh, and Columbia 
University have each sponsored projects in work classification for heart patients. 
The Minnesota unit studied the parameters of cardiac output and cardiac work 
during vocational rehabilitation. The Pittsburgh unit conducted two projects: 
One was to evaluate the effect of employment on cardiacs whose work tolerance 
had been prescribed by the unit and the other was an effort to develop standards 
for work recommendations by analyzing compliance with work prescriptions 
and mortality. The Columbia University unit analyz@d and correlated data 
on the vocational adjustment and personal characteristics of persons seen by 
the unit. 

The New York Medical College has studied the electrophysiological character- 
istics of nerve and muscle to determine if changes occur in these characteristics 
in the course of chronic occlusive arterial disease. 

At Baylor University, the department of rehabilitation has installed an elec- 
tronic data procesing system to study rehabilitation in severe neuromuscular 
respiratory and circulatory disabilities. This is based on the idea of linear 
nrogramim! used in industry to chart a comulex flow of Droduction. The reha- 
i,iliiation process is examined through study of data recorded in a case history 
over the period of hospitalization. This study should identify activity patterns 
in specific categories of disability, including stroke and heart disease, during 
hospitalization. 

Northwestern University Medical School is studying the course of rehabilita- 
tion of cardiac patients who have undergone correct&e cardiac surgery in an 
attempt to determine predictive indicators for recovery and long-term adjust- 
ment. Psychological, psychiatric, neurological, social service, and cardiac diag- 
nostic procedures are being employed in this 5-year study of patients who have 
been operated on by means of closed- and open-type of cardiac operations. The 
project will provide data basic to the understanding of the complexities of 
rehabilitation of cardiac patients in a comprehensive manner. 

A study of the effects of training and other factors on cardiac patients before, 
during, and after a program of rehabilitation is being conducted at Montefiore 
Hosnital in New York. Baseline data on a cardiac natient groun have been 
dev&oped. This group will be followed and studied-according to criteria of 
work physiology not usually applied to those with heart disease. 

A home-care program for cardiac patients was carried out by the University 
of Maryland Medical Center. An administrative unit was organized and home- 
care services were Drovided for an exoerimental eroun of aacients with serious 
cardiac handicaps. - Considerable diff&ences in the rate of readmission to the 
hospital were found between experimental and control groups. Not only was 
the initial hospitalization much shorter for the experimental group, because 
of the availability of the home-care program, but the rate of readmission was 
much less for the experimental group. Differences in mortality rates of the 
two grouns were not sirnificant. 

A-study of factors relating to unsuccessful vocational adjustment of cardiac 
patients was made by the Heart Association of Southeastern Pennsylvania. It 
showed that social and emotional factors were closely related to unsuccessful 
adjustment rather than organic heart disease or vocational factors. Failure to 
come to emotional terms with the illness, overconcern, anxiety, and bitterness 
characterize this group. Failure to return to work is accompanied by family and 
personal disorganization ; family problems grow ; problems are perceived 
unrealistically. 

The Human Resources Foundation on Lone Island is conductine: research with 
far-reaching implicaltions for heart disease-and stroke victims, Through the 
use of recently developed methods of telemetry, and in conjunction with new 
psychometrics, the physical and psychosoc3al aspects of work are being studied 
while the worker is on the job. It is expected that the project will develop 
important knowledge bearing on the physical reaction of disabled persons to the 
physical and emotional strains of the job and on the relation of such reactions 
to the individual’s work adjustment. 

JVeeds.--There is now available a considerable body of information regarding 
the metabolic and cardiovascular reauirements for short bouts of exe&se bv 
hemiplegic patients. It is urged that studies be initiated on the effects of pro- 
longed exercise on subjects with motor impairment, since information on this 
question is sparse. 
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A project is needed to study means of early detection of cardiac cases as well 
as the development of better evalua’tion procedures for the cardiac patient. 

A study is needed of the work-potential indicators for cardiac patients, espe- 
cially following cardiac surgery. 

There is need for revision of physical standards for the cardiac in industry. 
This revision should invite the narticiaation of industrial medical directors. 

A project to study psychosocial adjistment of the cardiac through the use of 
group therapy and recreational facilities is indicated by recent findings. Also, 
study of the premorbid and postmorbid personality of the cardiac will provide 
guides to counselors and other rehabilitation personnel. 

Further study is indicated for the causes of various vascular diseases; such 
as arteriosclerosis and’atherosclerosis and peripheral vascular conditions. Also, 
investigation of respiratory sequelae, as a rehabilitation problem in cardiac 
disease, needs support. 

In order lto provide a continuity of service for youths disabled bv heart disease, 
a program to insure a progressioh from school to work is needed. ” This program 
would establish demonstration projects which coordinate services between the 
school’s secondary program and a work-adjustment program. There is consid- 
erable experience with the mentally retarded which needs to be transferred and 
modiEed to Et the needs of the youth disabled by heart disease. After testing 
in 4 or 5 experimental projects, 10 selected demonstrations should be established 
in various regions to promote the use of the procedures and methods developed 
from the experimental studies. These activities should logically be integralted 
with cardiac centers Iand service units. 
Projects in cancer 

Victims of cancer, who are successfully treated, frequently are able to return 
to their former occupa’tions with little or no handicap. However, certain resid- 
uals of cancer surgery require rehabilitation measures. For example, amputa- 
tions are not uncommon and prosthetic appliances are Etted to -replace the 
amputated limb. Another result of cancer surgery, in some cases, is facial 
disEgurement. Two projects studying the problems of facial disfigurement have 
been completed under the auspices of the Vocational Rehabilitation Ad- 
ministration. 

FaciaEZy dis$gured.-New York University Medical Center has completed a 
study of the teamwork aDDroach to rehabilitation of ithe facially distieured. This 
approach recognizes theextreme importance of the psychologi&l a& social fac- 
tors in this kind of disability, along with medical factors. This project con- 
centrated on p&ients requiring physical restoration by surgery. Of course, 
facial disfigurement results from causes other than cancer but malignant growths 
are a frequent cause for facial surgery with the consequent need for physical 
restoration. The significance of the New York University study was in the con- 
tribution of the psychosocial members of the team and in its analysis of the kinds 
of patients who are more likely to be rehabilitated. 

At Duke University, a related study concerned cosmetic pro&hetic restora- 
tion. Experiments were conducted to develop materials best suited for molds 
and for the prosthesis itself. The study developed a satisfactory prosthetic nose 
and established a cosmetic prostheses center. 

Larglzgectonty.-Laryngectomized cancer patients, having lost their voices, 
are taught a method of speaking called esophageal speech. They must learn to 
impound air in the esophagus and to eructate at will. Articulation is carried on 
as before. 

Two &dies of esophageal ‘speech have been conducted at the University of 
Kansas Medical Center. T’he first was to determine the relationships between 
attitudes toward speech and the intelligibility of the esophageal speech of laryn- 
gectomized persons. It was found that acceptance of esophageal speech was 
closely related to intelligibility and the absence of swallowing noises, breathing 
noises, low pitch, and so forth. The subjects whose speech measured as more 
intelligible were making the healthiest adjustment to awaking situatioI?s and 
usually they were verbal people in the preoperative period. 

The second study by means of cinefluorography investigated physiological 
movements in esophageal speech. Significant findings were obtained for teach- 
ing esonhageal smeech. It was also suggested that the variables of nersonality. 
motivation. drive, family environment, and aspiration level, which were not 
evaluated in this study, are probably more important for the speech learning 
process than are the physical variables. 
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A project sponsored by the Junior League Speech & Hearing Center of Colum- 
bia, SC., studied the social and vocational acceptability of esophageal speakers. 
In a carefully designed study, comparison of normal and laryngectomized speak- 
ers indicated that the laryngectomees were significantly less acceptable than the 
normals regardless of whether acceptability is based upon closeness of social con- 
tact permissible, the prestige levels of the jobs for which the speakers are con- 
sidered adequate, the number of jobs for which the speakers are considered ade- 
quate, or the degree of public contact entailed in jobs for which the speakers 
are considered adequate. Moreover, the laryngectomees were judged to be sig- 
nificantly less acceptable than the normals whether the comparisons were based 
only on speech, only on appearance, or on the simultaneous speech and appear- 
ance of the speakers, regardless of the presence or absence of information. 

The primary purpose of a University of Pittsburgh project was to study 
factors which might be related to the learning of speech in laryngectomized 
natientw. SueciEcallv a number of bioerauhical. medical, personality, Social, 
communicati‘on, and speech training factors were studied as correlates to speech 
proEicency. Descriptions of specific speech training procedures were also ob- 
tained and correlated to measures of speech proficiency. In addition, a popula- 
tion of esophageal speakers was compared with a population of artificial ap- 
pliance users on several measures of speech proficiency, as well as on factors 
associated with speech proficiency. 

In general, the results obtained favored esophageal speech over the use Of 
artificial appliances. Also, certain factors such as age and the nature of residual 
musculature were important in prognosis, while early training, personality, and 
social variables were shown to be closely related to proficiency in speech. 

At Washington University, St. Louis, a project is being conducted to study 
the neurophyaiologic factors necessary in the reestablishment of normal swal- 
lowine and voice in larvnaectomized animals with mechanical prostheses and 
patients with partial laryngectomies. 

Needs.-Among the needs for research in rehabilitation of cancer victims are : 
Further development of prostheses to replace deformities caused by cancer, 

including lost appendages. at various stages of the disease, especially newer 
techniques in prosthetics following disarticulation, and evaluation of various 
materials in the manufacture of prosthetic devices. 

A study of the rehabilitation needs of individuals with cancer of the bones 
and joints. 

Further studies of rehabilitation procedures in breast cancer. These should 
include methods of minimizing disability, reducing edema, and improving pros- 
thetic devices. 

A study of the psychosocial relationships of the cancer patient and his family 
during rehabilitation is indicated by recent findings, especially with respect to 
breast and gastrointestinal cancer. 

Separate but closely related studies of rehabilitation of individuals with 
cancer of the lungs, genitourinary system, gastrointestinal system, or the larynx. 

A study of the rehabilitation needs of patients with cancer or tumors of the 
brain and neurological system. 

Establisments of more centers for research and training, as well as services, 
in the field of cosmetic prosthesis and surgical repair of facial disEgurement. 

Studies of the effectiveness of preoperative and postoperative exercises and 
other procedures of physical medicine in alleviating or reducing deformities due 
to mastectomv. 

Studies of-preoperative and postoperative counseling in cases such as map- 
tectomy to achieve the best possible adjustment to the disability and to improve 
vocational rehabilitation potential. 

Experimental work in using identifiable signs to differentiate satisfied and 
unsatisded patients in the courses of undergoing repair for facial disfigure- 
ment, and using these signs to measure need for psychotherapy prior to surgery. 

In order to provide intensifled research and treatment for laryngectomized 
patients who require training in esophageal speech, it is recommended that a 
university medical center already well equipped in this area be encouraged to 
step up its program by a grant for 3 to 5 years of intensive study of the coor- 
dination of surgical. psychiatric. psychosocial. and speech therapy farilities in 
improving esophageal speech. From this experience, selected demonstrations 
can be developed. 

A study should be made of the attitudes of the professional personnel w-orking 
with individuals who are disabled by cancer and are in the process of rehabilita- 
tion. 
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Stroke projects 
There is no disability affecting larger numbers of Americans in which reha- 

bilitation can plav a more important role than stroke. 
Energy ezpen&urc-It is generally conceded that easy fatigability is a major 

factor hampering the rehabilitation of patients with hemiplegia due to cerebral 
vascular accidents. The Vocational Rehabilitation Administration has supported 
studies at the University of California and New York University directed toward 
analyzing this problem. 

The California studies involved the measurement of energy expenditure in 
normal persons and in hemiplegics. The investigators found higher energy ex- 
penditures among hemiplegics than in normals doing equivalent exercise. HOW- 
ever, it was demonstrated that hemiplegics with assistive devices could be 
brought within the normal range at reasonable levels of speed of exercise. A 
new method of measuring energy expenditure was described and its effectiveness 
demonstrated. These studies indicated a need for further studies of energy 
exnenditures in common activities of evervdav life. 
- ~-second project at California had two-primary objectives: (1) to obtain 
quantitative data on the physiological demands of certain types of activitv. and 
72) to assess, wherever possible, the therapeutic results of certain exercise’regi- 
mens. On the basis of data obtained in these studies, there appears to be no 
reason why hemiplegic patients, under adequate medical supervision, should 
not be able to play a useful and productive role in society. However, if the hemi- 
plegic patient is to engage in physical activity, care must be taken that in- 
ordinate demands are not made on the afflicted regions of the body. 

New York University Medical Center is conducting a study of the significance 
of respiratory impairments in hemiplegics, scheduled for termination in February 
1WR. 

Aphasia.-There has been rather wide-ranging study of speech and language 
rehabilitation for aphasics. not all of which was directed at stroke vict.ims. 
but much of it applicable to this group. The diagnosis, treatment, or therapy 
of aphasia. the prognosis for recovery, and the vocational rehabilitation potential 
are tightly interwoven subjects for research. It should be noted, also, that 
aphasia can be viewed as a closely related group of disabilities with a variety 
of causes and manifestations. Thus, patients present varying degrees and com- 
binations of expressive and receptive language impairment. 

Improving differential diagnosis of aphasics is a basic step toward the improve- 
ment of the selection of treatment methods and rehabilitation planning. Toward 
this end, a project was carried out to-develop a test for aphasia. The result is 
the language modalities test. It is an instrument to .assess the impaired lan- 
guage of the adult aphasic which permits a ready classification of the patient’s 
communication problem and, at the same time, leads to the design of the thera- 
peutic process. 

A study of the stimulus-response relationships in the retained language of 
anhasic adults revealed six factors: (1) Visual to oral transmission. (2) aural 
to oral transmission, (3) visual to graphic transmission, (4) aural’& graphic 
transmission, (5) the ability to comprehend language symbols, and (6) the 
ability to perform simple arithmetic operations. The test analyzes the patient’s 
impairment according to these factors. Then the patient can be approached 
directly with the type of language he needs along the pathway most evidently 
available. The test also gives a scoring value based upon the patient’s recogni- 
tion of his own errors and his tendency to correct them. This test may be one 
of the most critical sources of information concerning the aphasic and his 
amenability to therapy. 

The nurnose of an investigation at the Jewish Chronic Disease Hosnital was 
to study the value of psychotropic drugs as an adjunct to speech therapy for 
aphasic patients. Only right hemiplegics were studied. Statistical analysis 
indicated that the drugs had no significant effect on speech therapy or percep- 
tion. However, analysis of the qualitative data from daily clinical records 
indicated improvement in the patient’s emotional tone and alleviation of the 
usual depressive reaction. It is not determined whether this improvement was 
due to speech therapy, group therapy, the effects of the medication, or a combi- 
nation of factors. 

Improvement in speech therapy and in performance on tests of perceptual 
organization occurred in natients who had sustained their cerebral vascular acci- 
dents less than 6 months-prior to evaluation and treatment. This improvement 
was significantly greater than in those who were evaluated and treated after 
the first D-month period following their cerebral vascular accident. 
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Two currently active projects are using automated and programed presenta- 
tion of language and perceptual learning tasks with immediate feedback as to 
adequacy of response. These studies are seeking to develop the kinds of stimu- 
lus inputs effective in increasing learning in hemiplegics. Results should help 
lead to clariiication of teaching techniques with specific forms of intellectual 
deficit, as these relate to patient learning in rehabilitation. One of these projects 
is coordinated with a similar project in Milan, Italy, to enable cross-cultural 
comparison of the effectiveness of training procedures in different languages. 

A project recently initiated is studying paired-associate learning, verbal con- 
ditioning, aging, and brain damage. Comparisons will be made between subjects 
more than 60 years old, and subjects 25 to 45 years old. They will be studied 
with resuect to their abilitv to nerform aaired-associate learning tasks and the 
effect of- verbal conditioning procedures. Questions of learning ability and 
general adaptability to new conditions are crucial for a variety of professional 
disciplines working in psychiatry, physical medicine and rehabilitation, and 
related fields with brain-damaged patients. An investigation of verbal behavior 
in relation to aging and brain damage will add significant @formation concern- 
ing the strengths and deficits encountered in these groups. 

A study of the visual-space perception of the hemiplegic is being conducted at 
Baylor University in order to elucidate a relatively unexplored impairment 
which may affect the patient’s potential for rehabilitation. Particular emphasis 
is being placed upon changes in perceptual capacities in the course of rehabilita- 
tion and the relationship of these capacities to functional motor performance, 
neurological status and intellectual functioning. 

The task of determining the ability of brain-damaged individuals to profit 
from training is the subject of study at the New York Medical College. Its 
nurnose is to test a method of uredicting their resnonse to snecial training. to 
de&mine if they can indeed respond to such education, and to attempt to 
identify and map the salient variables in their response both to training and to 
the diagnostic method, with regard for similarity and continuity of response 
and ability. 

Other medical studies.-A basic study at Kenny Rehabilitation Institute found 
a significant relation between atherosclerosis in the nerinheral blood vessels of 
the extremities and in the cerebral blood vessels. A related project in California 
(the Ranch0 Los Amigos Hospital, Inc.) seeks (1) to determine the frequency, 
severity, and the types of cardiovascular problems present in hemiplegic patients 
undergoing rehabilitation, (2) to develop practical physiological methods and 
to obtain objective data for evaluation of these cardiovascular problems, and (3) 
to correlate objective data, so obtained, with the ability of patients to undergo 
rehabilitation. 

Investigators at the Kenny Rehabilitation Institute in Minneapolis have 
sought to evolve a practical tool or technique that would have significane in 
predicting functional ability of the hemiplegic patient and the likelihood of his 
eventual employment. A feasible technique would make it possible to direct pa- 
tient treatment according to residual capacities and establish realistic rehabilih- 
tion goals. To this end, data were compiled from detailed physical examinations, 
aphasia tests, and EEG readings of a series of hemiplegic patients. The data 
will be analyzed statistically to establish the interrelationships of perceptual, 
verbal, sensory, and motor function with the location of the lesion and the degree 
of rehabilitation achieved. 

A study is being conducted at Baylor University to develop quantitative 
methods for evaluating spa&city. 

An imnortant means of overcoming nhvsical limitations of heminlezics is nro- 
vided by-orthotic and prosthetic devi% developed mainly through ;es&r&s&e 
World War II. These devices provide synthetic muscles consisting of gas-og- 
erated or hydraulically operated braces and other types of devices to overcome 
weakness, paralysis, or absence of extremities. As has been demonstrated in 
other research projects, orthotic and prosthetic devices reduce the energy ex- 
penditure of hemiplegics in performing physical tasks, and they considerably in- 
crease the range of physical activity and thus the employability of the hemiplegic. 

Psychosocial-vocational adjustment.-Harvard University has completed a 
study of the natural course of recovery from cerebrovascular accidents after the 
acute stage and the influence of rehabilitation. The studv also includes a 
preliminary investigation of the problems of the patient and his family in the first 
year after discharge from the hospital. One purpose was to determine which 
patients with cerebrovascular accidents do better with rehabilitation training 
than they would be expected to do merely as a result of encouragement to 
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activity and prevention of stiffness and pain in joints. Patients were assigned 
at random to treatment and control groups and their performance was assessed 
before and after treatment. Improvement was observed in both groups. There 
was no statistically significant difference between the gains of the two groups 
in any of the tests of strength, performance, or aphasia. Interim reports in- 
dicate that improvement after discharge was dependent upon the strength of 
family relationships and ‘the individual’s perception of himself as a functioning 
or as an immobilized person. 

The University of Minnesota investigators are seeking to determine the effect 
of intensive rehabilitation uDon maintenance of the canacitv of self-care and 
independence by patients wiih hemiplegia resulting frok cerebrovascular acci- 
dents. They will determine the general health needs, the physical capabilities. 
the extent to which social, vocational, and economic needs have been met. and 
what community resources have provided assistance or guidance to the patient 
and his family. Attitudes of the patient and family toward rehabilitative status 
will be investigated as well as the extent to which the public health nurse has 
contributed to continuing the care plan instituted in the hospital. 

A demonstration project at Long Beach. Calif.. completed in l!XO. was directed 
at the vocational rehabilitation of the physically rehabilitated hemiplegic in a 
workshop setting. The subjects were considered “nonservlceable” by the State 
vocational rehabilitation aeencv and therefore nresented little nrosnect of voca- 
tional adjustment. The $q&e was to determine to what ixtent this “non- 
feasible after evaluation” group could become acceptable for competitive em- 
ployment with the help of assistive devices. mechanical modifications, situa- 
tional work adjustment techniaues. and trainine in a transitional workshon. 
The cooperation-of the State rehabilitation agency-and community industries was 
active and contributed considerably to the success of the project. Factors that 
worked against successful rehabilitation were (1) the presence of concomitant 
disorders. particularly seizures, cardiac conditions, visual disorders, diabetes, 
and other liabilities. and (2) emotional or personality disorders. The project 
demonstrated (1) that workshop evaluation and training can have a marked 
effect on the employability of hemiplegics, (2) that intensive placement activities 
are necessary to educate employers and sell the hemiplegic’s abilities, (.3) other 
people’s attitudes, including rehabilitation personnel, must be changed regarding 
the uotentials of heminlecics. (41 all Dossible techniaues of rehabilitation. includ- 
ing -adaptive devices.-selective tests-and measures,’ job survey. and further re- 
search must be utilized to the fullest extent to provide successful rehabilitation 
for hemiplegics. 

NePdn.-Research in rehabilitation of persons with stroke is narticularlp diffi- 
cult due to manv practical considerations in the clinical situation which handi- 
can research. Some of these are : 

1. Tnaccurate determination of extent of pathology. 
2. T,oss of research population due to deterioration or death of patient or 

his strong motivation to return to his community and family upon improving. 
As R result, research populations are too small for meaningful statistical 

evaluation or include too wide a range of ages, e.g., 20 to ‘70. 
Tf one attempted to adhere to the ideal of experimental design, probably no 

clinical research would be conducted other than case studies. 
To facilitate clinical research. an organized and standardized approach to 

data collecting must be instituted. Major neurological and rehabilitation centers 
should coordinate their activities. With electronic data processing, reports from 
anv inv&.iPators can be centralized. Uniformitv is the Drime need in ter- 
minology and in recording autopsy, neurologic. psychologic; speech, and social 
hackaound data. Data built up in a central no01 can then be analyzed with 
statistical confidence beyond the reach of an individual clinical research study. 
Vnless some centralization and organization of data is achieved, clinical research 
in rehshilitation will continue to he loose and inconclusive, if not productive of 
contrsdirtory results. 

Further research to determine the bases of selection, types of training. and 
nlacement onnortunities should be instituted in reuresentative areas of the 
country. since some sections are more likely than others to offer job opportunities 
to hemidegics. As the general conclusion that the work habits, reliability, work- 
life pmenosin. and amenability to training are more important than the exact 
ioh skills in this research mav not hold no in all circumstances. workshon train- 
inp must be adjusted accord&ly. In some instances. it might well be implied 
that snecifir mockups of particular industrial jobs would be the only way to 
determine the competence or potential of hemiplegirs to fill such jobs. 
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Ten se&ted demonstrations, based on the prototype established in Long 
Beach, Cnlif., should be established in conjunction with good multidisability 
facilities in different regions. 

There is a need for further study of spasticity to determine causes and methods 
of treatment, including special devices and drugs. 

-4 study of the rehabilitation of hemiplegics who are victims of disease as 
compared with victims of trauma, should include special attention to brain 
damage as it relates to problems of the dominant lesion versus the nondominant. 

-4 studv of the use of assistive devices and their emcacv in the rehabilitation of 
hemiplegics should give special attention to ambulation activities. 

Further studies in the psychosocial and emotional problems of the hemiplegic 
warrant snecial attention to the family unit. 

A study of maximum hospitaliz&ion necessary for hemiplegics is needed 
to pay special attention to effects on vocational rehabilitation. 

A recent study Bhows that the use of a mobile rehabilitation team to evaluate 
patients in rural areas is practical. This technique should be applied to deter- 
mine effectiveness of early and complete diagnosis and treatment of hemiplegic 
stroke patients in rural areas. 
International research 

Foreign countries which are conducting most of the research financed with 
counterpart funds are India, Pakistan, Israel, Egypt, Yugoslavia, and Poland. 
The projects range from the field of orthopedics and prosthetics to the area of 
social problems. The handicaps range in scope from cerebral palsy to blindness 
and include cancer. heart disease. and stroke. 

A study at the Hadassah University Hospital in Jerusalem consists of a survey 
of hemiplegics in Israel and their rehabilitation. The objectives are : to appraise 
incidence and prevalence of hemiplegics in Israel: to provide data concerning 
the psychological and psychosocial response to hemiplegia on behalf of the 
patient himself and his surroundings, with special attention to the sociologic 
and ethnologic structure of the patient’s community: to investigate special in- 
volvements and resulting mental and emotional conditions : and to evaluate spe- 
cial therapy and total assessment and planning of rehabilitation for the future 
based on the assembled data. 

Another project in Israel concerning the hemiplegic is a study by the Ministry 
of Health of the causes and costs of the nonrehabilitation of patients hospbtal- 
ized because of cerebrovascular accidents or valvular disease of the heart. This 
studv will inquire into the professional and administrative factors, during hos- 
pitafixation and after discharge, which may be responsible for the failure to 
restore patients to employment or self-care, and to estimate the costs which 
such failure imposes on the economy. 

Cancer natients have not received treat attention in the international research 
program primarily because of a la;k of personnel and facilities. The Tata 
‘department of pla,stic surgery of the J. J. group of hospitals in Bombay is 
studying the use and acceptability of facial and facie-maxillary prostheses for 
persons with facial defects caused by congenital lesions, trauma, cancer, burns, 
and other causes. The investieators are fabricatinrr Drostheses and develodng 
new fabricating and fitting meihods m-hich may be&table to local conditions 
while they study the psychological reaction of the patient to such prosthetic 
restorations. They a&o plan to develop a facial prosthetic center for the 
purpose of training other personnel. 

There is an increasing interest in many countries in research in the field 
of cardiac disealse. Counterpart funds are supporting a project at the cardiology 
unit of Memorial Hospital in Bombay to study methods for the rehabilitation of 
cardiac aatients. includinn studies of their medical. social. mchological. and 
rocati&l needs. The hospital will establish a cardiac woik‘evaluation unit 
to determine the psychological and socioeconomic factors affecting a patient’s 
recovery and set up guides for the establishment of cardiac rehabilitation units 
in other institutions in India. 

In Israel, one of the projects being supported is at the Government hospital, 
Donolo, in Jaffa. This project will investigate the influence of body activity 
on the physical and vocational rehabilitation of coronary patients. They will 
carry out both a retrospective and a prospective study. In the latter, they ITill 
set up gradual physical training programs for 100 coronary patients, and bio- 
chemical and electrophoretic methods will be used to investigate the connection 
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of cholesterol and other lipids to the incidence of myocardial infarction in 
middle-aged patients. 

-4nother project at the Heart Institute of the Tel-Hashomer Hospital in Israel 
deals with a research and demonstration project for training of the handicapped, 
mainly cardiac patients, in agriculture, specifically nursery vegetable growing, 
bulb and flower cultivation, and beekeeping. 

In Pakistan, a project at the Jinnah Central Hospital in Karachi is carrying 
out an epidemiologic study of cardiovascular disease. As a consequence, a Na- 
tional Heart Institute of Pakistan is being developed. 

Still another project in heart disease is at the Cairo Rehabilitation Center in 
Egypt, which is investigating methods for the rehabilitation of youth disabled 
by heart impairment by providing comprehensive rehabilitation services to 
selected heart’patients. 

Research needs abroad for rehabilitation are similar to those in this country. 
However. since the service needs are so great in these countries. and the ner- 
sonnel available is limited, it is felt that most of the emphasis should be in-the 
field of applied research in which the provision of needed services is an essential 
part. It is important that certain basic research programs be carried on in these 
countries. but the greater emahasis should be on annlied research and nrovision of 
services. including rehabilitation services. As these service needs are met to a 
greater degree, efforts may be made to establish centers in these countries where 
basic research can be pursued. 

There should be a coordinated effort in promoting research within these coun- 
tries in view of the shortage of aualiRed nersonnel snd funds. It is also imoortant 
that the benefits derived-from research elsewhere should be applied in those 
countries receiving American support. The research supported through this inter- 
national program has benefited greatly those countries and this country as well. 
The program has created a growing cooperation and reciprocity among these 
nations. Most are incornoratine the results of research into their rehabilitation 
activities by enlarging their res&rces and-facilities and by sharing their experi- 
ences and knowledge with other countries. They continue the work of these 
projects even after the support is terminated. The United States benefits from 
the projects, since a number of them have been carried out in circumstances 
unavailable in the United States, in peculiar ethnic and cultural situations and 
dealing with victims of Hansen’s disease, a rarity in the United States. 

A cooperative project in “Advanced Epidemiology of Cardiovascular Disease” 
to be conducted by New York University, now under consideration, would use 
counterpart funds in India. Pakistan. Eevnt. Israel. and Poland and Tueoslavia 
to study various selected population’group8 in an ‘effort to determine the uni- 
versality of genetic factors in coronary heart disease and stroke. The proposal 
is based upon the thesis that genetic influences play a major role in the inci- 
dence of arterial degenerative disease. The influence of diet, tension, work, 
cigarettes, alcohol, and other environmental factors may operate through a mal- 
functioning or inadequate genetic makeup. Collaborators in the foreign coun- 
tries would provide U.S. investigator8 with samples of venous blood of persons 
who had experienced myocardial infarction or cerebrovascular accident and 
simular samples from the patient’s parents, siblings, uncles, aunts. and grand- 
parents. Blood serum would be frozen and transported by air to New York for 
lipid and enzyme studies. 

Ways should be sought to increase the number of such cooperative research 
internationally with the hope of obtaining knowledge which cannot come from 
domestic projects but which would be of value in the rehabilitation of persons 
in the United States with heart disease, cancer, or stroke. 

Efforts should also be made to broaden the number of nations in which the 
Vocational Rehabilitation Administration can conduct research in rehabilitation 
under Public Law 480, which authorizes the use of counterpart funds. 
General research needs 

There is a need. growing in intensity, for means of collecting, cataloging, in- 
dexing, storing, and retrieving the proliferating published and unpublished studies 
in each of these disease groups. At the same time, there is a need to apply nu- 
merous specific findings in a combined pattern of service to victims of these dis- 
eases. And, finally, there is the need to foster the dissemination and use of the 
new knowledge, techniques, and patterns of service. 

There are a number of means to be considered or tried esperimentallv. One 
might be establishment of specialized medical, psychosocial, and rehabilitation 
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teams with special research units attached in various parts of the country. An- 
other would be to establish major rehabilitation research and training centers 
for each of these disease groups, modeled after the Vocational Rehabilitation 
Administration’s currently successful regional research and training centers. 
An alternate method is to divide these needs into smaller components to be 
conducted under individual grants. 

It appears that the need to provide some cohesiveness and comprehensiveness 
to the research and demonstrations in each of these disease groups requires 
some device, some organizational approach, which will perform these functions. 
In addition, for reasons of economy, in order to buy the most research mileage 
with limited resources, organization of these programs becomes vitally important. 

It would also seem appropriate to take advantage of the existing research 
groups already advanced in certain lines of investigation regarding rehabilita- 
tion in heart disease, cancer, and stroke, and to utilize the experience of these 
PI’OUDS. the already develoned facilities. and the established renutation which 
lknowledgeable professional-&sons throighout the country recognize. 

The recommendations which follow are intended to indicate specific types of 
support that could be given to recognized research groups in these disease en- 
tities. No attempt is made to identify “recognized research groups” at this 
point. 

-4 series of research seminars should be conducted in several regions of the 
country. Their purpose would be to encourage the dissemination of new research 
information and encourage the exchange of ideas among those working in the 
field of vocational rehabilitation with intensive interest in heart disease, cancer, 
or stroke. These seminars should be staffed with good editing and writing per- 
sonnel in order that reports will be well written and thorough. 

There are strong movements afoot in several fields to improve the dissemina- 
tion of knowledge by intensive efforts to catalog and index published and 
unpublished studies and reports. The use of computers has speeded up search 
procedures, but the laborious job of finding, cataloging, and indexing is not much 
improved. The National Library of Medicine has demonstrated the use of a 
computer and tapes to produce an index and bibliographies, but the recapture and 
selection and evaluation of information is not yet automated. 

It is important to the field of vocational rehabilitation that a cataloging and 
indexing program be initiated in the areas of heart disease, cancer, and stroke. 
It is recommended that three closely related research projects be developed to 
perform this function and establish its continuation as a part of a larger overall 
plan for cataloging and indexing all vocational rehabilitation studies and reports. 

It is expected that each of the five research and training centers would receive 
$200,000 a year for the purpose of expanding research activities in these disease 
groups. 

Also. in the first year, $500,000 would be allocated to a collaborative epidemio- 
logical study in which one center would act as the data collection and analysis 
center. This amount would gradually increase to the rate of $1 million by 1970. 

Recent studies have indicated the extreme imDortance of the usvchosocial 
aspects of the disabled person’s life in the success 0; failure of vocati&& rehabil- 
itation. In the next 5 years much emphasis will be placed on studies of (1) 
pr+ an’d PO&-morbid personality; (2) the effects of counseling and psycho- 
therapy at crucial points in the rehabilitation ; (3) the influence of the family 
on success of rehabilitation; and (4) family counseling. In heart disease, can- 
cer, and stroke studies there is need to push research further along these lines 
and to disseminate the findings through demonstrations. 

Another area that needs development is the use of real work situations in 
industry to increase job readiness and placement prospects of the disabled 
nerson. Proiects should be established to work with stroke. heart disease. and 
Eancer patie& in clo& Eoosperation with specific industries found suitable 
and willing to cooperate. Graduated work levels need to be defined in relation 
to the spe&ic disability and procedures experimentally tested to determine the 
most effective use of the work situation. Five experimental projects should be 
launched as soon as good Dlannine Drocednres allow. When exDerience has 
been gained in this ar;?a, s&cted Demonstrations should be established in 15 
to 20 different settings in order to promote the widespread use of these proce- 
dures in vocational r6habilitation. 

The subcommittee heard testimony as to the need for continuing research in 
methodolozv. instrumentation. develooment of self-helf devices and the evalua- 
ti&~ of rixibilitation technic&s in -the care of patients with heart disease, 
cancer, or stroke. It is recommended, therefore, that the National Heart In- 
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stitute, National Institute of Neurological Diseases and Blindness, and Division 
of Chronic Diseases of the Public Health Service increase their support of re- 
search programs in the rehabilitation of heart disease, cancer, and stroke 
patients. 

In addition, it is recommended that a sum of $10 million be appropriated for 
the Vocational Rehabilitation Administration for the first year, with annual 
increases, until $15 million is reached in the fifth year for research in the re- 
habilitation of persons with heart disease, cancer, and stroke; and that this 
amount be in addition to the regular budget for research and demonstration 
projects. These funds would be utilized by the Vocational Rehabilitation 
Administration for support of research in rehabilitation, for the development of 
possible collaborative research among the existing centers, and for community 
research and demonstration programs. 
Research and training centers 

Under authority from the Congress, the Vocational Rehabilitation Adminis- 
tration provides grants to a limited number of universities to support re- 
habilitation research and training centers. Such centers must be distinct 
organizational and physical entities providing a continuing framework for 
clinical research and training in rehabilitation, with the medical and other 
services considered essential in carrying out a comprehensive program of 
patient care and rehabilitation, including the provision of specific beds assigned 
to rehabilitation. 

The research conducted by these centers may encompass any aspect of the 
rehabilitation process, from onset to retraining and placement of the disabled. 
It may be broadly directed tom a wide range of medical or other fields of re- 
habilitation, or specifically concerned with rehabilitation as it applies to 
specific diseases or a group of related diseases. 

The training program of these centers may provide training of all types, long 
term as well as short term, professional, technical, and for any or all cate- 
gories of students, graduate or undergraduate, working in any of the medical 
or medically allied and other professions engaged in rehabilitation. Programs 
also nrovide training in such areas as the nrincinles of rehabilitation. snecial 
problems of rehabilitation, as related to specific disabilities or groups o’=f -dis- 
abilities, and the interrelationship of medical and other disciplines in the 
practice of rehabilitation. In all instances, training must be based upon a 
defined, organized program of instruction designed for undergraduate medical 
students. interns. residents. and undergraduates and graduates in the allied 
professions working in the field of rehabzitation. - 

In June 1963, there were four special research and training centers in opera- 
tion, all of a type designated as medical centers, at New York University, 
University of Minnesota, University of Washington, and Baylor University in 
Texas. An additional medical center. Western Reserve Universitv-Highland 
View Hospital, Ohio, opened in 1964 and one prospective center is to”be &en a 
develolpmental grant. The amount of $2,600,000 appropriated for 1964 will 
be used to continue the present five regular medical centers, and provide funds 
for developing the prospective center. T’he 1965 cost of continuing these six 
centers is estimated to be $3 million. The $3,385,000 requested for 1965 will 
permit financing of two more centers specializing in mental retardation, at an 
initial cost of $385,000 in 1965. The programs in the centers and the need for 
them are discussed below. 

The program of the rehabilitation research and training centers is enter- 
ing its third vear. The New York University Medical Center and the Univer- 
si& of Minnesota Center have been in operation since November of 1961. 
They are doing research on many basic problems intimately related to the cor- 
rection of disability, the preparation of the individual for a place in his com- 
munity, for self-maintenance and vocational attainment in keeping with 
potential ability. Each of these programs has been successful in attracting 
skilled researchers and effective training personnel on a full-time basis. Med- 
ical and nonmedical students at the undergraduate and graduate levels at the 
centers have been recipients of extended intensive training in rehabilitation 
and have had increased opportunity to participate in research on certain disease 
processes and the rehabilitation of persons handicapped by them, on impair- 
ment of physiological function resulting from disabilities, and on the clinical 
management of patients with long-term illness and impairment. 8 
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There has been a gradual1 growth of research and training activities in these 
centers since their inception. The training activities have been strengthened 
through the introduction of new courses such as “Speech Rehabilitation of the 
Brain Injured” ; the development of teaching aids and manuals, e.g., in the field 
of orthotics ; expansion of electro-physiology research ; biochemical studies in 
cardiovascular disease ; and use of new approaches to pulmonary studies. 
Such expanded programs will lead ultimately to solutions of some of the more 
trying problems of the seriously disabled, chronically ill patient. Furthermore, 
up to 40 percent of the increased funds will be utilized for bringing in addi- 
tional patients for research who will at the same time be the recipients of 
the most modern comprehensive care. 

The two more recently established projects at the University of Washington 
and Bavlor College of Medicine are movine alone steadilv and with evidence 
of sign&ant prog;ess though they have been in opiration but a year and a half. 
The University of Washington has added to its staff in rehabilitation medicine 
an orthopedic surgeon, a psychiatrist, and rheumatologist. It has added a psg- 
chometrist to assist in prevocational evaluattive procedures; a mechanical and 
an electrical engineer each of whom serve not only as teachers of the engineer- 
ing aspects of rehabilitation medicine but also carry medical orientation to st.u- 
dent engineers who are seeking a career in this new and relatively pioneer area 
of service. Also, there has been the development of a new brace and phos- 
thetic shop to serve the training, research, and patient care needs of the 
program. 

Included in the new research are studies on: hemioleeia and its effects on 
learning, being carried out to determine in particular-what happens when the 
right or left side of the brain has been damaged; the rehabilitation potential 
of the patient undergoing treatment and convalescence in the home; evalua- 
tive investitinations on uoner extremitv bracing: and reconstructive surzerv in 
quadriplegic hands-to %e but a few”of the more recent developed stud?es.” 

St Baylor Medical Center, research is moving at a steadily increasing pace. 
A research committee, consisting of 11 full-time faculty members with consul- 
tants, reviews, evaluates, and approves research projects carried out under the 
existing center grant. It provides periodic reevaluation of research progress, 
consultation in preparation and execution of research, and a forum for exchange 
of ideas and techniques among clinical programs, physiology, biochemistry, and 
pharmacology. 

A major recent effort has been undertaken to define research problems in 
rehabilitation medicine. This effort is based on a detailed analysis of the patient 
population (Texas Institute of Rehabilitation and Research), their character- 
istics by age, sex, and color; diagnostic groups ; and specific patient problems 
encountered and presently coded. These facts were then analyzed to form the 
basis for justifying research priorities. Studies in the human capacity for 
physical work, cardiovascular responses to exercise, studies on the urinary 
bladder in spinal cord injury, electromyographic differential diagnostic tests 
in muscle fiber lesions, and many others are currently moving ahead. 

Similarly, the training program has provided a teaching staff and an exemplary 
care program to develop medical student elective courses; student nurse rota- 
tion (eight senior students every 8 weeks) in comprehensive nursing and post- 
graduate courses in collaboration with the Texas Woman’s Universitv : medical 
social service rotation with the University of Texas at Austin ; and the extensive 
enlarging of clinical psychology training programs with the University of 
Houston. 

As a result of its expanded activities in research and training resulting from 
this program, New York University recently decided to build a new nine-story 
research building adjacent to its institute of physical medicine and rehabilita- 
tion. It has added more than 20 full-time research workers at the RLD. or P.H. 
D. level as a result of the grant and a number of these experienced investiga- 
tors are working in the fields of heart disease and stroke. Emphasis is given to 
the problems of heart disease, cancer, aml stroke not only in undergraduate 
medical training but also in postgraduate residency training which serves 55 
to 60 physicians each year. 

The Western Reserve University-Highland View Hospital project, recently 
activated, enjoys an excellent research and training environment and offers 
great promise for the future. Excellent treatment facilities are available. 

The prospective center in the South Atlantic region is at a stage of development 
that will not warrant funding on a full scale. Rather, it is intended to select 
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an institution which justifies the judgment that a vear or two of sunnort will 
aid it in developing -a program of research, training, and patient care com- 
parable to centers now operating at the high level described above. This type 
of grant is looked upon as developmental in nature but is to be made only 
to universities with medical schools of the highest caliber in the region to 
be served, with a record of growth, academic standards. breadth of aroeram. 
and commitment to research and training that gives assurance that the award: 
ing of a developmental grant will result in attainment of complete status as 
a successful rehabilitation research and training center in 1 to 3 years. 

A few of the research projects in the cardiovascular field being conducted at 
these centers are as follows : 

1. In the Rehabilitation Research and Training Center at Baylor University 
several projects are directed at measuring cardiac response to work tests and 
the circulatory fitness of atherosclerotic patients during the performance of 
physical activities. 

2. In the Rehabilitation Research and Training Center at the University 
of Minnesota studies are continuing on (1) evaluation of cardiac output, 
cardiac work, and metabolic rate during hydrotherapy and exercise, (2) 
cardiac output determinations by the measurement of the electrical impedance 
of the thorax, and (3) on perjpheral circulation. 

3. The New York Universitv Research and Rehabilitation Center is conductine 
a group of studies of congestive heart failure and cardiac arrhvthmias based 
on the techniques of producing congestive heart failure in guinea pigs and 
surgical procedures on dogs for the atria1 fibrillation study. It is hoped 
that this approach to the study of congestive heart failure -will yield basic 
understanding along the lines of enzvme deficiencies. As a consenuence. ner- 
haps a better rationale of treatment may result which may improve *the 
longevity of patients who are experiencing congestive heart failure. It is 
hoped that clearer and basic understanding of atria1 arrhythmias, and perhaps 
ventricular arrhythmias will then lead to a more fundamental approach to 
treatment. In addition, epidemiological studies on coronary heart disease 
will be undertaken in two areas: the human or clinical area, and the basic 
science or biochemical area. Also studies on heart transplant are being 
carried out. 

Further research regarding the relation between myocardial energy require- 
ments and common activities should be supported. It is suggested that regional 
centers- 

(u) Continue the studies of the requirements for cardiac work in rela- 
tion to muscular work throughout the range of vocational activities; 

(a) Extend the studies of cardiac work to situations requiring ambula- 
tion ; 

(c) Extend the studies of cardiac work to situations producing emotional 
stress ; 

(d) Extend the studies of cardiac work to vocational activities carried 
on under adverse environmental conditions : and 

(c) Support the development of methods to measure cardiac ‘output and 
cardiac work more precisely and over shorter intervals of time so that 
phasic changes of cardiac performance can be studied. 

Such studies can be pursued in a regional research and training center with 
previous work in the field. Regional centers can be encouraged to step up 
programs which have been started in these research areas. 

In order to increase the research and training activities of these centers in 
heart disease, cancer, and stroke, it is recommended that- 

(a) The number of such centers be increased to 10 during the next 5 
years; and 

( ?J) The funding of such centers be increased per center per year as the 
need and program justifies. 

TBAININQ IN REHABILITATION 

A shortage of trained personnel has remained the greatest single deterrent 
to the more rapid increase in rehabilitation service since the inception of 
modem rehabilitation services for civilians after World War II. In its report 
of January 25. 1952, to the Chairman, Manpower Policy Committee, Office of 
Defense Mobilization, the Task Force on the Handicapped stated: “The field 
of rehabilitation, as a growing force in our national life, faces certain serious 
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personnel difficulties which place limitations’ on the present ability of our 
country to bring more disabled persons into aotivity and productivity.” 

In a remrt issued February 10, 1956, the Health Resources Advisory Com- 
mittee, O-ffice of Defense Mbbilization stated: “A nationwide shortage of 
trained workers is preventing the benefits of modern rehabilitation reaching 
vast numbers of the Nation’s disabled.” It further stated: “-4lthough the 
number of such personnel has increased substantially in recent years, the 
number today is still not sufficient to meet present national needs or expected 
future needs.” DesDite the substantial national increase in rehabilitation 
personnel as a resultLof the training program of the Vocational Rehabilitation 
Administration which was started in 1955, the statement of the Health Re- 
sources Advisory Committee, Office of Defense Mobilization, is as valid today 
as it was when made in Februarv 1956. 

A training program to increase the number of qualified persons for the 
disciplines allied with rehabilitation also was initiated by the Vocational 
Rehabilitation Administration in 1955. The pattern of rehabilitation services 
mals becoming infinitely more comnlex. and there were critical Dersonnel 
shortages e&tinting or expected for the expanded program in prospect. 

The early training program began with an appropria,tion of $900,000, for 
the 1955 support of 77 teaching programs in various subjects in several colleges 
and universities, 201 traineeships for students selected by schools to receive 
stipends, and 16 short-term courses for various objectives. 

In 1963, training grants totaled slightly more ,than $13 million. This amount 
was used to support 439 long-term grants fomr 2,812 traineeships and for scores 
of short-term courses. Many of the grants were for rehabilitation medicine. 
In fiscal year lQ65, there were 68 medical schools conducting courses with the 
aid of VRA funds, reaching 250 undergraduates, 250 residen,ts in training, 
and 8 arademic careerists. 

Another field of great emphasis is rehabilitation counseling for State agencies 
and rehabilitation facilities. There are close to 40 educational institutions 
receiving support for curriculums in this subject, reaching somewhere around 
900 trainees. In 1953 there were only 53 such traineeships. 

Almost every field touching upon rehabilitation is helped by the training 
program. In addition to the fields named above, there is training support 
for physical therapy, occupa~tional therapy, speech and hearing, social work, 
psychology, prosthetics and orthotics, and nursing. 

There are also short-term courses in an increasing number. In lQ6WX. 148 
such courses were supported to refresh and reeducate rehabilitation personnel, 
to keep them abreast of current developments and techniques. These courses 
served 6,086 trainees. 
Long-term training 

Plcysicians.-Physicians required for diaenosis. treatment. and rehabilitation 
of individuals with cancer or-cardiovascul& disease may belong to almost any 
branch of medicine. Of greatest relevance, however, are physicians in internal 
medicine, surgery, cardiology, and physical medicine and rehabilitation who 
fun&ion in rehabilitation centers. hospital rehabilitation units, cardiac work 
classification units. or other facilities Drimarilv concerned with restorative 
services for patients with heart disease, &troke, or cancer. While no quantita- 
tive es’timates are available for the number needed to enter the field each 
year, it is estimated that special, intensive refresher courses in rehabilitation 
of patients with cancer or cardiovascular diseases. should reach ahont. FiOfl 
physicians each year. Of this number, about one-third should be those in 
residency training so that they may practice their specialty with u&o-day 
knowledge of contemporary rehabilitation methods and techniques. - - 

Of major importance in rehabilitating stroke and cancer Datientn are the 
physicians who specialize in physical mkicine and rehabilitaiion. There are 
an estimated 550 physiatrists in the United States. This figure includes 418 
physicians certiEed by the American Board of Physical Medicine and Rehabili- 
tation, according to the 1963 directors of medical specialis’ts. An additional 
300 physiatrista could probably be usd immediately in hospitals and rehabili- 
tation centers; the total estimated need may be as much as 3,000. As in any 
Eeld of medicine, the supply falls short of meeting the needs. 

About 385 residents have been approved by the American Board of Physical 
kIedicine and Rehabilitation. The percentage of residencies that are unfilled 
is much higher than in the older and better established medical specialitles- 

43-669-65---,I5 
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about 50 nercent. About 90 nercent of the residents in training in this snecialtv 
are receiving VRA traineeships. On June 30, 1964, 149 residents were enrolled 
for full-time training in physical medicine and rehabilitation. About 130 
annually complete the board requirements for admission to examination and 
about 50 take the examination each year. 

An exnerimental teachine nrozram is also in effect in one universitv hosnital 
- -  I  

which provides for the rotation of the imtern staff through the rehabilitation 
service. This experiment will be closely watched for possible establishment of 
similar teaching programs in other centers. 

Two pilot programs, initiated in 1962 for the purpose of providing fully 
trained residents in physical medicine and rehabilitaton wth advanced prepara- 
tion for an academic career, were continued in 1963. In 1964, 20 academic career 
trainees were expected. 

Other than the 149 physicians enrolled in postgraduate training in rehabilita- 
tion medicine under VRA fellowships, there are enrolled in such training 15 
to 20 physicians who are permanent residents of the United States and about 
40 foreign physicians who will leave the United States at the conclusion of their 
training but who make a contribution to the clinical care of patients. Although 
the Veterans’ Administration provides residency training in physical medicine 
and rehabilitation, the majority of their residents are career men who join the 
Veterans’ administration. 

Nz~rses.--Grants have been made to 10 of the 33 eraduate schools of nursine 
with the objective of producing instructors of rehabilitation nursing. In th; 
United States, there are 636 approved schools of nursing. Of this number, 521 
are hospital schools, 35 are junior college associate degree programs, and 80 
are university programs offering a baccalaureate degree. Faculty who are 
qualified to incorporate teaching of rehabilitation are needed in nearly all of 
these schools. 

Currently, the national supply of rehabilitation nurses with training under 
the Vocational Rehabilitation Adminstration or equvalent formal training or 
experience is around 500. Approximately 6,000 others have limited preparation 
through short-term training. 

Currently there is a national need for at least 1,460 nurses with graduate 
training in rehabilitation. Of these, 176 are needed to provide at least 1 
faculty member for each baccalaureate degree program and 48 to provide 1 
faculty member for each graduate school of nursing. In public health, 50 are 
needed to nrovide 1 consultant for each State health denartment division of 
nursing and 860 to serve as consultants in public health and home nursing care 
programs. Another 250 are needed as rehabilitation specialists in rehabilitation 
centers and hospitals with comprehensive rehabilitation services. 

P.sychoZogixts.-Psychological services are essential in the rehabilitation of 
persons with heart disease, cancer, or stroke. 

The National Education Association has estimated a demand for 7.500 new 
college and university faculty members in the field of psycho1og.v in the lQ6O’s 
In addition, a need during the current decade for 8,000 to 10,000 psychologists in 
nonacademic positions has been predicted. Expanded programs of research and 
services in the areas of mental illness and mental retardation further underscore 
the need for many more psychologists. 

Since it take a minimum of 4 pastbaccalaureate years to train psychologists 
in rehabilitation, and since rehabilitation centers, private and public, are utilizing 
nsychologi;.ts to a greater degree each year. the need for psychologists in reha- 
hilitation has increased significantly. Mans positions remain unfilled because 
of the chortage of trained persons. - 

At present. 80 students who are recipients of VRB traineeships are enrolled 
in doctoral training programs that emphasize the psychological rehabilitation of 
the di<abled. Though there is an annual recurring need for at least 400 doctoral 
graduates, only about 40 students complete their doctoral training each year 
in rehabilitation psychology. 

Occupational therapists.-Since 1955, about 1,400 students have received 
financial assistance in completing training in occupational therapy. The nunibrr 
of traineeships has increased from 52 in lQG5 to 254 in 1963 and an estimated 
350 in 1964. 

A most sia-nificant develoDment has been the marked interest on the nart of 
experienced occupational therapists in graduate study to prepare for teaching or 
research positions. Since lQ60, traineeships have been awarded to 65 individuals 
for advanced study, and graduates are now fllling key posts in training and 
research programs. 
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About half of the 31 schools of oceupati,onal therapy have received t.eaching 

grants to help them expand their facnlty, increase the rehabilitation content in 
the curriculum, and strengthen the integration of theorrtical and clinical course 
work. 

Cnr na! ional snplrlg of qualified oc~clupational therapists is approsimately 7,500 
but unfortunately less ‘than half. 3.‘%lO are I)rirfessionally ;ic.:irr. Sational needs 
are estimated at 12,900, with 4,000 new graduates needed annually. Currently 
2,450 sstudents are enrolled in basic professional education and 69 in graduate 
education. The annual number of graduates in occupational therapy programs 
is around 400. 

Physical therapists.-With the withdrawal in 1962 of Kational Foundation 
support in the field of physical therapy, the VRA has been the major source of 
sunaort for teaching grants and traineeshins for this critical field of rehabilita- 
tion. In 1964, train&hip grants were made to 41 of the 42 approved schools of 
physical therapy. In addition, teaching grants were given 32 schools to ‘assist 
them to employ additional faculty and to strengthen and coordinate their clinical 
programs. In 1962, 134 students were recipients of VRA undergraduate trainee- 
ships and the next year 305 students received assistance. This number in 1964 is 
350 students, which represents approximately one-third of the enrollment of 
schools of physical therapy. 

Since 1955, VRA graduate traineeships have prepared ‘is physical therapists 
for teaching, research, and administration positions in universities, hospitals, 
and clinical settings. 

Currently the national supply of qualified physical therapists is around 9,999. 
There are known vacancies of more than 1,999 but in many instances new posi- 
tions are not created despite known need because experience shows such positions 
will not be filled. A nationwide manpower survey conducted by the American 
I’hysical Therapy Association may proride’firm data but experience mould’incfi- 
cate there is a national need for 14.090 nhrsical therauists. Fortunatelv. there 
has been a marked increase in enrollme& in the past few years. It is ~estimated 
that 1,000 students, including declared majors, primarily at the junior and senior 
levels, were enrolled during the 1963-M academic year and the actual enroll- 
ments may be much larger. 

Recreation personnel.-Social and personality factors exert a powerful iniiu- 
ence in the success or failure of an individual’s rehabilitation program. Severe 
disab:lity, such as is encountered so frequently among persons who have suffered 
beart disease, cancer, or stroke, often produces a “withdrawal” pattern in which 
the patient’s unwillineness to present himself and his disability to others in a 
normal social relationship presents a major obstacle to successful rehabilitation. 

In coping with this problem. therapeutic recreation plays an important and 
sometimes derisive role. Functioning as part of the total rehabilitation effort, 
recreation offers an attractive and acceptable way for the patient to begin 
reestablishing social contacts and healthy relationships with other people, and 
in the process to bnild the coniidenre in himself which is so essential to complete 
recovery and successful living. Often these recreational outlets are the hegin- 
ning of new attitudes, improved personal appearance, and other factors which 
are prerequisites to getting and keeping a job. 

At preient the Vocational Rehahilitation Administration provides grant sup 
1)ort to seven universities which offer graduate programs in recreation for the 
ill and handicspped, includinz clinical atllliations with hospitals. However, the 
need for well-trained recreation personnel to serve the ill and handicapped far 
outstrips the prcscnt supply coming from this limited number of training 
resources. 

The pre.sent limitation here is almost solrly a matter of funds. The Vera- 
tionnl Rehabilitation Administration should be provided the additional Federal 
fund&: nec’essarv to furnish teaching and traineesbin erant eunaort to the addi- 
tional schools which now have accehtnble graduate ieaehing programs in recrea- 
tinn for the ill and handicapped. This will not nnlp show prompt results in 
greater number of students being trained but also will encourage several other 
universities which presently are considering the strengthening of their curricula 
to offer a full graduate program in this important field. 

Counselors.-Since 1964. grants to support the training of rehabilitation coun- 
selors for employment in State vocational rehabilitation agencies and other com- 
munity rehabilitation programs have been given 246 different colleges and 
universities. 
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In fiscal year 1963. 35 institutions were conducting rehabilitation counsel or 
training programs. In addition, one other university was engaged, with the help 
of a VRA grant, in recruiting faculty and students. Enrolhient statistics for 
1963 indicated that the 35 programs had 651 full-time students. Bn additional 
414 students in related fields were enrolled part time in rehabilitation counseling 
courses. 

Of the 651 students enroIled for full-time study in 1963, 545 (83 percent) 
received a VRA traineeship for all or part of the year. There has been a steady 
increase in the number attracted to the field, along with some decrease in the 
proportion of full-t.ime students receiving a VRA traineeship, a significant indi- 
cation of the acceptance of a relatively new professional concentration. 

Periodic followup studies of the employment status of graduates have indicated 
that about two-thirds are working in a rehabilitation program and that an addi- 
tional 10 percent are continuing graduate study directed toward a doctoral 
degree. 

Of about 5,000 active rehabilitation counselors in the Kation 3..700 are employed 
in the public programs and 1,X10 in others. To fill existing vacancies and newly 
established positions, 1,200 new rehabilitation counselors are needed annually. 
Currently there are from 900 to 950 enrolled in graduate training programs and 
around 300 graduated annually. 

Social workers.-In 1963, teaching grants were given 39 of the 56 graduate 
schools of social work, primarily to enable them to employ field instructors for 
students in supervised field work units in rehabilitation settings. Grants rrere 
awarded also for traineeships for 255 students of social work in 196.3. 

Between lS.55 and 1963. 1.236 traineeshins were awarded to students in schools 
~1 

of social work for part or all of their 2-year course. A followup study of the 
employment status of 539 VR*4 trainees on April 1, lS62, indicated that of 451 
whose status was reported, 86 percent were in the labor market. Of those en- 
ployed, 71 percent were working in agencies providing rehabilitation services to 
disabled people. The major achievement, hoverer. has been the changes in 
curriculum content relating to rehabilitation. so that all graduates of schools of 
social work bring to their future jobs a better understanding of the potentialities 
of disabled people and methods of rehabilitating them. 

Currently there are around 103.5QO persons in the United States employed in 
whalt are usually described as wncial work positions, but only about 20 percent 
hold master’s ~~FWM from a school of social work. To fill existing vacancie+ 
around 15,000 more social workers are needed. Of these 15,000. about 2.250 
are needed for the health field. Currently some 6,600 students are enrolled in 
56 gradua’te schools ,of social work and 2,700 graduate annually. 

Speech therapists.-Despite progress in the effort to increase the numbers of 
personnel qualified to diagnose and t,re& individuals with communicative dis- 
orders, the shortages are #&ill acute. Since the beginning of support of training 
in these fields in 1955, the number of universities with teaching grants has grown 
from 7 to 60 in 1964 and the number ob traineeships from 23 to 475 in lS64. 

As a result ,of Iteaching grants, universities have been able to strengthen their 
eraduate courses and clinical nractice so that graduates are better nremred to ~,~--~~-~~ ~~ 
treat adult’smith ‘speech and hearing handicaps.- In lS62 a study of i28 ‘students 
who ‘had completed training as speech ,and hearin g ,specialists with the help of 
VRA traineeships ,&owed ‘that about 85 percent were making a dire& contribu- 
tion in #these field’s. 

In 1964 our national supply of persons engaged in speech pathology and audi- 
ology was around 14.000. Our national need is 20.000, with only 1.500 new per- 
sons entering ‘the field annually. Currently 1.100 st,udents are enrolled in train- 
ing and 7<50 graduate annually. 

Within the field of speech pathology there are two highly specialized areas in 
the field of heart disease, cancer, and stroke-post laryngectomy speech and 
aphasia. 

There is a relativelv small number qualified to work with laryngectomees. 
At the present time it is estimated that fewer than 400 t.rained persons are pro- 
viding <services ‘in postlaryngectomy or esophageal speech to laryngectomees. 
Mnre are beinz t.rained in’short-term Drograms. _.____ -.-. ~.~~_ .~~ 

A conservative estimate of the numb& ‘of trained persons providing language 
and speech traintng to the aphasic on a full-time basis would be 250. In addi- 
tion, ihere are a number of speech clinicians, some with limited training, pro- 
viding minimal services. Some of these Clinicians m&y provide services to one 
or two aphasic ,patients each year. 
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It is important that every speech clinician receive specialized training in work- 
ing with both the laryngectomee and the aphasic. Competence in this work is 
important ‘to every clinician in a large rehabilitation center, in small community 
hospitals, private practice, and other environments. 

Every rehabili’tation environment should have at least one speech clinician 
who possesses special competence in working wtih the aphasic. This would 
mean that some 400 to 500 speech clinicians with special competence in working 
width the aphasic should complete training each pear. In addition, training 
should be provided to the clinician presently in practice through a series of 
intensive, short-term courses. 

Prosthetistv and orthotists.-Since 1953, 3 major medical centers have con- 
ducted more than 500 short-term courses with a total enrollment of about 8,000 
trainees. In 1963 more than 1,400 rehabilitation personnel attended 8’i courses 
which were a part of the extensive courses in upper and lower extremity pros- 
thetics and ortho’tics, management of the juvenile amputee, and orientation. 

YRA support was first extended in 1957 when responsibility for support of train- 
ing programs in this field was transferred from the Veterans’ Administration. 
PRA teaching grants enabled the three universities to employ a year-round teach- 
ing staff. 

To facilitate coordination and communication, the University Council on 
Orthotic-Prosthetic Education (UCOPE) was established in 1962. Comno.sed of 
the medical and educational directors &f the major programs, the Co&i1 has 
been able to achieve a more uniform approach in curriculum offerings, teaching 
materials and methods, and evaluation procedures, 

Supported jointly by the Vocational Rehabilitation Administration and the 
Veterans’ Administration. the Kational Academy of Sciences’ Committee on Proe- 
thetics Education and Information has cont&ued ,to develop and expand an 
extensive informational program for these fields, has assisted in the development 
of new amputee clinics, and has prepared brochures, films, and slides for use in 
medical training programs and in schools of physical and occupational therapy. 

Supported by a training grant, the first undergraduate program in pros- 
thetics-orthotics was developed at New York University in 1963. Fire students 
were enrolled in this curriculum in 1964. In June 1965, the first class of 
students will receive academic degrees for professional training in prosthetics- 
art hotit2.s. 

Training programs at three universities have provided short-term courses in 
prosthetics and orthotics to prosthetists, orthotists, physicians, surgeons, occu- 
pational therapists. physical therapists, rehabilitation counselors, and related 
personnel. In addition, specialized training programs have been developed for 
ITrosthetists and orthotist-trainees. at the undereradnate and technirians level 
so that they may function more &effectively as r&ognized members of amputee 
clinic teams in rehabilitation centers, medical schools, and hospitals throughout 
the countrv. 

In its initial stage, this program was limited to prosthetics which, of course, 
may be emplotyed for amputations due to cancer. There has been increasing 
emphasis recently on orthoties with impliea,tions for services to stroke victims. 

Currently, there is a national supply of 1,100 certified orthotists and pros- 
thetists, and an estimated need for an additional 40 certified orthotists and 20 
certified prosthetists each year. In addition, approximately 180 new prosthetic- 
orthotir technicians are needed annually to back un the certified r>ersonnel in 
these fields. By sellecting, fitting, and teaching the use of artificial lGnbs, braces, 
and other orthopedic appliances these services may contribute materially to t-he 
function and comfort of Cancer and stroke patients. 

An indispensable part of the training grants program has been support of 
workshops, seminars. institutes, and other training courses of brief duration. 
These are conducted to keep professional personnel in various fields abreast of 
new developments. 

The VRA utilizes its nine advisory panels on training to identify major needs 
and priorities for continuing professional education as well as the ad hoc advisory 
committees and regional committees on inserrice training of State vocational 
rehabilitation agency personnel. 

A BRA Committee on Short-Term Training, commsed of three Assistant Com- 
missioners and the Chief of the Division of-Training, reviews the annual plans 
for short-term training submitted by the regional offices and various units in the 
Washington office and determines the distribution of availabIe funds for the year. 
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In 3965, trainees in short-term courses number 873; in 1963, about 6,000 at- 
tended courses with VRA financial assistance. 

VRA-supported short-term training courses in fiscal year 1962 were distributed 
as follows : 

I 
Sumber of trainees 

I‘jumber - I 
Subject of course of 

cOurSeS 
Stlte Non- 

vocational vocetional 
whrbili- rehabili- 

I tion tation 

I I 
Allcourses ________ -- ________. - _____ --- .__..... __.__.._ 

Executive development..---.- .._..___ -.- ._____ ---- ____ --- . . . . 
Superrision....----.~~---..~~~.-----~~~..---..-~....--~.~~~~.. 
Orientation ofno~~~counselors.-...~~~-- . ..___.. ----_~~.-...--. 
Medical asp&s of vocational rehabilitation.---. .-._~. ---.. 
Prosthetics and orthotics .___ --- . . ..____ . . ..__. ---- ..__ -...--_ 
Mental retardation-- . . .._.._ -. . ..___... --- ___.... .~ . . . . ..-.. I 
Mentalillqess ..__ ~.-~----.~-~- --.~ . . . . . . . ~~ -..I 
Rehabilitation of the blind ~~... . ..___._ --- __......_..... 1 
Rehabilitation oftbo deaf ___. ~~ . . . . . .._ ---..-_- _.....___.... 
Rehabilitation facilities . -~.. ~.---..-- ___....._._.... 
Prevocational oval;lation . ..___.. ~. ~~~. . . . ..-.-...-... ~.---- 
Curriculum improvement ._.___. .~__-_--. .- ._... .._... 
Othercourses.~....~-~~.--.--------.-.-~~~~~~..-----.-.- 

131 1,002 1,957 

93 ..---_...--_.- 
i 70 -..-- ..__ ---__ 
4 1;; . . . ..__.....~~ 
3 36 

63 307 1,008 _- co 

In 1963, there was an important endeavor to raise the standards of Professional 
competence of speech pathologists and audiologists in prOridiI1g diagnostic and 
treatment services to adults with communicative disorders. VRA-supported 18 
short-term courses for a total of 570 trainees. These courses focused on (n) 
teaching of esophageal speech to laryngectomized patients, (b) diagnosis and 
treatment of stutterers, (c) auditory rehabilitation, (d) evaluation and re 
habilitation of the aphasic patient, (e) neurological aspects of diagnosis of 
speech and hearing disorders, (f) oral linguistic deficiencies in handicapped 
adults, and (a) speech therapy of cerebral palsied persons. 

Courses in prosthetics and orthotics supported from 19C3 fmlds are noted above. 
More than half of those enrolled in short-term courses were on VRA traineeships. 
Continued emphasis is placed on provision of trainin, u in orthopedics or 1)hysical 
medicine and rehabilitiation to physicians still in residence or serving in prosthetic 
teams in the community. 

Short-term training courses on improvement of methods of training rehabilita- 
tion personnel and on curriculum development hare been supported for the field 
of medicine. physical therapy, rehabilitation counselling, psychology, and social 
work in 1963. 

Emplownent pZacen%ent.-Specialized courses on placement of handitapped per- 
sons in employment and in the development of employment opportunities for 
disabled persons are planned for 1965. It is expected that about 10 courses will 
be held for ahout 250 couuselors and other personnel in State agencies. 

~‘m~rovment of training.-Seminars and other short-term training courses 
will be held in 1965 to assure continued improvement in university and other 
rehabilitation training programs. About 3 such courses, attended by about 225 
VRB trainees, are planned. 

Rcltabilitation facilities.-Short-term training courses for directors of sheltered 
workshops and floor supervisors will be increased in 1965; about 5 training 
courses will be conducted for 75 VRA trainees. 

Prosthetics-ortlzotics.-Pilot courses were conducted in 1962, 1963, and 1964 
in spinal orthotics, in lower extremity orthotics. and in prosthetic techniques 
related to the total contact socket. These lead naturally to programing of 
additional courses in these relatively new subjects. Kot only will these advanced 
courses bring new members of clinic teams to the training centers. but also 
former trainees who have had the basic courses in prosthetirs of the lower and 
upper extremities mill be expected to return for training that incorporates the 
latest developments. 

The American Board of Certification in Prosthetics and Orthotics requires 
attendance at these courses for certification and the Veterans’ Administration 
requires such attendance in its contracts with prosthetic-orthotic firms. 
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About 1,100 individuals will attend these courses in 1965, of whom 350 will 

be VRA trainees, 
Continuing education 

One of the greatest deterrents to more effective rehabilitation services is the 
failure of practicing physicians to utilize rehabilitation concepts and methods in 
the early care of patients with heart disease, cancer, and stroke and their failure 
to make early referral of severe cases to specialized institutions with an effective 
staff. One study showed that many physicians were not familiar with services 
available from the State-Federal vocational rehabilitation program ; 9‘2 percent 
did not know the source of funds used to pay for such services; 80 percent did 
not know a State vocational rehabilitation agency representative ; and 80 percent 
had never referred a case to the State vocational rehabilitation agency. 

It is encouraging, however, that there is increasing awareness of the value of 
rehabilitation among physicians and that the percentage of clients of State 
rehabilitation agencies referred by physicians and hospitals is gaining. In 1963, 
the two largest sources of referral to State rehabilitation agencies were private 
physicians (16 percent) and hospitals and sanatoriums (13 percent). 

In February 1958, the American Medical Association reported that 25 of 53 
State medical societies had committees on rehabilitation. In January 1964, the 
number had risen to 44 of 54 State medical societies. 

Despite the efforts of the American Medical Association, American Heart 
Association, American Cancer Society, the heart disease control program of the 
Public Health Service, the Vocational Rehabilitation Administration, and other 
groups, the concentrated efforts on continuing education have not been as pro- 
ductive as desirable. 

In relationship to need, there is also a paucitv of audiovisual and other teaching 
materials on rehabilitation for use in the cont‘inuing education or enlightenment 
not only of physicians but of paramedical personnel and others. The value of 
such material has been shown by the excellent reception of the publication, 
“Strike Back at Stroke,” films produced by the Division of Chronic Diseases, 
Bureau of State Services, Public Health Service, and the series of audiotapes 
on rehabilitation produced by New York University with the aid of a grant from 
the Vocational Rehabilitation Administration. 

It is apparent from the statistics on national needs for personnel in some of 
the professions discussed earlier that there is no possibility of our national supply 
meeting national needs in the foreseeable future. Professional aids have been 
successfully utilized in some of these professions. Nursing, for example, has 
made use of practical nurses, attendants, ward clerks, and other ancillary nursing 
service personnel for many years. The American Occupational Therapy Associa- 
tion with the aid of grants from the Vocational Rehabilitation Administration 
has launched programs for the training of occupational therapy assistants par- 
ticularly in the care of the chronically ill and the aged. These programs have 
been successful and are being expanded for training of such assistants for 
neuropsychiatric services. Some use is made of case aids in social work and 
rehabilitation counseling. 

This Subcommitee believes that a national conference on the development 
of professional aids in rehabilitation would be of value. 

The function of such a conference would be- 
(u) To gather selective representatives of the therapeutic professions. 
(b) To exchange information about present methods of care. 
(c) To discuss ways and means of implementing present recruitment 

activities. 
(d) To review alternative solutions for meeting personnel needs. 
(e) To discuss the selection of screening of aids. 
(f) To develop safe care principles to avoid poor practice. 
(9) To discuss methods of training. 
(I&) To review problems of legality and certification. 

Thin Subcommittee also recommends that funds be made available to the 
Vocational Rehabilitation Administration for the following activities : 

(a,) Medical undergraduate training : One of the means for increasing pro- 
fessional interest in rehabilitation and for recruiting physicians into careers 
in rehabilitation medicine is to develop and expand the teaching programs in 
rehablitation in all medical schools. One of the best mechanisms for providing 
for such a development is an undergraduate training grant which will provide 
funds for additional faculty in this specialty, for fellowships for medical stu- 
dents, and allied purposes. Currently, the Vocational Rehabilitation Admin- 
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istration is making annual grants of up to $25,000 to 70 medical schools to en- 
rich their teaching of rehabilitation medicine. It is recommended that an addi- 
tional $2 million be appropriated annually to the Vocational Rehabilitation 
Administration to provide grants of $100,000 a year to 20 medical schools for 
increased emphasis on the teaching of rehabilitation medicine with priority being 
given to medical schools which have stations for persons with heart disease, 
cancer, or stroke. 

(8) Clinical fellowships in rehabilitation : The Vocational Rehabilitation 
Administration has a program for the support of comprehensive and integrated 
programs designed to provide training in the fundamental principles of reha- 
bilitation during the residency of physicians receiving specialized training in 
internal medicine, neurology, cardiology, etc. It is recommended that this pro- 
gram be expanded and that, an additional sum of $500,000 be appropriated an- 
nually to the Vocational Rehabilitation Administration for this purpose. 

(c) Training grants in rehabilitation : The Vocational Rehabilitation Admin- 
istration presently provides grants to selected medical schools for the support 
of programs designed to train specialists in rehabilitation. It is recommended 
that this training grant program be expanded with an additional sum of $500,000 
a year. 

(n) Postgraduate education : -4dditional funds should be appropriated to the 
Vocational Rehabilitation Administration to provide grants to key medical and 
publir health institutions and agencies throughout the country for support of 
short-term training courses, seminars, conferences, and workshops in rehabilita- 
tion services for heart disease, cancer, and stroke patients. 

BIOMEDICAL ENGINEERING 

At the hearing of the Subcommittee on Rehabilitation. exnerts in bioeneinrcr. 
ing testified thai the full potential benefits of the application of bioengi&ering 
in the rehabilitation of persons with heart disease, cancer, and stroke had not 
been fully recognized or exploited. The challenge, they said, was to maximize 
the positive benefits which the field of rehabilitation can possible derive from 
bioengineering. 

Such contributions thus far have been limited. Engineers who work on medi- 
cal and rehabilitation projects currently work with small. inefficient, and inade- 
quate facilities. Lacking a broad base of staff, equipment, and facilities 
capable of being directed toward broad problems and problem areas, such 
activities tend to be limited to gadgets and the development of a specific device 
to meet the needs of a specific patient. 

Even under these conditions, when a device has been developed which has 
shown its merits, there are seldom means of making the value known to potentia1 
users or producing the necessary numbers. As a result, the cost per unit is 
extremely high and results of such service are not generally available except in the 
most sophisticated rehabilitation centers. Even in the most advanced rehabili- 
tation centers, the utilization of engineering talent, skills, and experience is 
limited. 

Private industry should be encouraged to devote its resources to developing 
new bioengineering equipment useful in the rehabilitation of persons with heart 
disease. cancer, or stroke. 

More clear-cut authority should be given the National Institutes of Health 
to support bioengineering activities on a broad basis as well as the more re- 
stricted basis of rehabilitation services to persons with heart disease, cancer, 
or stroke. Undser ‘present regulations, research project directors are unable to 
subcontract with industry for engineering consultation or servires. If this 
roadblock could be eliminated, money would be saved and services greatly 
enhanced by the facilities, experience, and knowledge of private entrepreneurs. 

The Department of Health. Education, and Welfare should have an advisory 
committee of experts in engineering, electronics, clinical medicine, researr,h medi- 
cine, rehabilitation, and other appropriate disciplines to guide its policy for sup- 
port of research and training grants in bioengineering. Such a body, could also 
serve in an advisory capacity to other Federal agencies, such as the Interstate 
Commerce Commission, in the efficacy and safety of equipment. 

There is a need for specialized centers in which highly experienced engineers 
can work in research and development in a clinical environment as a part of 
the rehabilitation team where they can learn about bioenglneering problems 
which they may help to solve. 
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It is, therefore, recommended that funds be made available to the Vocational 
Rehabilitation Administration to provide grants to medical and research insti- 
tutions with outstanding rehabilitation services to establish three regional re- 
habilitation-biomedical engineering research centers. The following table gives 
the annual cost of this program in millions of dollars. 

[Dollars in millions] 

New centers established. ____.___ ______ -__- ______ -- 1 1 1 _.-__-_-_- ^...____._ 
_____ __- _____ 

Construction costs.~~.~-~-...~.~..~~~-..~~-~-~~-~-~-- $1 
Operittingexpenses-~-~.---..~-~~.~~~-.~~.-.~~~-~~~~- .._.--__.. 

$1: ; “: ..---ii:5. _--- .__._ - 
$1.5 

-~___~ 
Total __..___. ___. - ____.-___.____.___.______ -__ 1 1.5 2 1.5 1.6 

HOWARD A. RUSK, M.D., Chairman. 

REPORT OF THE SUBCOMMITTEE ON ~UANPOWER 

(Dr. Edward Dempsey, Chairman, Dr. Marion Pay, Mr. Marion Folsom, Gen. 
Alfred Gruenther, and Dr. Hugh Hussey, Staff; Stephen J. Ackerman, and 
Dr. William L. Kissick) 

PREFACE 

The President’s charge to the Commission on Heart Disease, Cancer, and 
Stroke was in very broad terms. It asked for recommendations concerning a 
total program of attack. Recommendations for needed research were requested, 
and programs for applying already existing knowledge were also desired. 

The Commission, in responding to this charge, concluded that to expedite its 
work, it should form several subcommittees of which this, on manpower, is one. 
The Subcommittee, in turn, decided that it should concern itself with health 
care as a whole, since heart disease, cancer, and stroke represent 71 percent 
of all deaths currently, and these diseases constitute, as it were, the majority 
stockholders in the health field. As such, the interests of the other health fields 
must he considered and safeguarded, else serious imbalances result. 

The Manpower Subcommittee, therefore, took as its purview the needs for 
personnel in the entire health establishment. This is a formidable task. Be- 
tween $35 and $40 billion are expended annually for health; between 3 and 4 
million persons work in health-related activities. The subcommittee found it 
necessary to concern itself with the supply and training of doctors and nurses 
aids, scientists and X-ray technicians, nurses, and animal caretakers, specialists, 
and general practitioners. There are approximately 40 health occupations; 
moreover, indications are that the occupations loosely grouped as auxiliary and 
supportive are rapidly increasing both in numbers and variety. 

To carry out its task, the subcommittee sought information about present 
and prospective sources of manpower. It examined the extent and adequacy 
of the present devices and facilities for training men and women in the requisite 
numbers and skills. Because it discovered very early in its deliberations that 
the presently available manpwer is woefully inadequate and that training fa- 
cilities are seriously deficient, the subcommittee undertook to inquire about ap- 
proaches for better and more efficient use of existing personnel and of imreased 
utilization of current resources, facilities. and authorities for training: and 
finally, because even with the greatest attainable efficiency, our current re- 
sources appear still to be inadequate, the subcommittee gave thought to programs 
whereby the necessary manpower may he ultimately provided. The following 
chapters and sections contain the considerations upon which these conclusions 
are based. There is, ultimately, a concise list of our specific recommendations. 

The Subcommittee on Manpower, in submitting this report, would like to 
record that it has found its task challenging, arduous, and rewarding. The 
“continuing education” it has obtained has come at an almost excessive rate. 
It has reviewed countless puhliations. has heard testimony from 35 experts in 
8 full days of hearings during a $-month period and has received numerous 
depositions from other individuals unable to appear personally. It has had 
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access to the deliberations of the other subcommittees, especially those dealing 
with research, facilities, and communications. It has had the dedicated services 
of staff members who are most knowledgeable and energetic, and for whom no 
limits can be set to mark their contributions. Nevertheless, despite its debts to 
others, acknowledged or unacknowledged, the subcommittee herewith submits 
this report as a consensus of the considered judgments and opinions of its own 
members. We owe to others most that is good ; we cheerfully accept responsi- 
bility for what is not. 

>~ARIOX FAT. 
~~ARIOS B. FOLSOM. 
ALFRED&~.GRUENTHER. 
EDWARD W. DEMPSEY, Chairman. 

SUMMARY 

The manpower needed for attackin g the three great killers-heart disease, 
cancer, and stroke-requires expansion of the work force of the entire health 
establishment. The principal reason for our failure today to maintain the health 
of millions of people who are dying or incapacitated by these killers is the 
uaucitv of health manuower available to do the necessarv work. 
* Thenecessary work force, professional and nonprofessional, cannot be diverted 
from other fields. There are critical shortages in all fields of medicine already; 
diversion would simply compound the ditllculties. Developing shortages of 
physicians were forecast by the Bane Committee in 1959 and by the Jones Com- 
mittee in 1960; we are experiencing today the results of our past failure to 
enlarge our programs of medical education. 

Medical education has a long leadtime. No matter what we do today, the 
number of graduating physicians is fixed through 1969 by the number already 
enrolled. The leadtime for training specialists is also 4 or more years. Special- 
ists trained in heart disease, cancer, or stroke cannot be produced in sufficiently 
increasing numbers until the end of the decade. 

Faced with these unhappy facts, the subcommittee has concluded that the 
manpower needs for physicians and other highly skilled health personnel, caused 
by our expanding economy, our enlarging population, and our increased oppor- 
tunities, are so great as to be unattainable during the next decade. We believe, 
therefore. that we must make the most efficient use of our uresent institutions and 
personnel in order to spread their effects as widely as posssible. 

We must immediately undertake programs designed to provide semiskilled 
assistants, since these can be trained more rapidly than can specialists, and they 
can be used to augment the etfectiveness of specialists. We must undertake 
recruiting and training programs for the myriad kinds of supporting personnel 
needed in the health industry. 

We must encourage extensive planning by community agencies leading to the 
formation of medical complexes, whereby health care can be delivered more 
effectively and in which programs of continuing education will decrease the rate 
at which a physician’s knowledge becomes obsolescent. 

We must take all possible steps to assure that the potentials of ‘existing facil- 
ities and institutions are used effectively for training manpower. In particular, 
we believe the Federal institutions such as the Veterans’ Administration hospitals 
and those of the Department of Defense and the Public Health Service should be 
developed to realize their full training potentials, as should also municipal and 
community hospitals. 

All of these programs, listed above, are desirable in their own right as they are 
directed toward producing the best possible medical care with the most effective 
use of manpower resources and at the least possible cost. They should, therefore, 
be implemented immediately. They are not adequate in the long term, as they 
make no urovision for the increased research needed to discover still more funda- 
mental causes for and therefore better ways of preventing or treating human 
diseases. They are designed to relieve the emergency caused by our past failure 
to develop effective manpower resources. 

We therefore wish to endorse the present research and training programs and 
to urge that they be continued and expanded, especially with research in better 
ways of delivering patient care and better devices for graduate and continuing 
education. 

We favor the recommendation of the Research Subcommittee that regional 
biomedical laboratories and animal resources be established. 
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We also endorse the concept that renewed efforts be made to establish a larger 
number of “centers of excellence” than we now have. 

But, especially, we urge that an immediate and massive program be under- 
taken, leading to new construction and enlarged operation of medical and 
dental schools, nursing schools, and institutions for training of auxiliary per- 
sonnel so that shortages in the health professions will be eliminated, so that 
manpower will be available in numbers sufficient to meet the present and forth- 
coming challenges of new and exciting opportunities for better health, and so 
that the United States, in the future, can contribute manpower to improve the 
health of the world rather than be dependent upon imported physicians. 

The Subcommitee has noted with great interest the progress in vocational 
training and in uractical nursine reuorted bv agencies such as the Office of 
Educatyon and the Labor Depa&neni under thekrea Redevelopment Act and 
the Manpower Development and Training Act. It is also aware of the rapidly 
expanding vocational programs being undertaken in community colleges, as 
regular studies and as evening and correspondence courses. 

The Subcommittee wishes to endorse these uroerams and to indicate its belief 
that these are the devices of choice for trainingsubprofessional personnel. 

We believe, however, that the Department of Health, Education, and Welfare 
should establish an office for the coordination of these vocational and other train- 
ing programs, since too often there is little contact between the secondary school 
system and medical education. There should be the greatest cooperation between 
the educational and the health service professions. The Subcommittee believes 
this recommendation to the especially important, as it applies also to the proposals 
made by the Surgeon General’s Consultant Group in their report entitled “Toward 
Quality in Nursing.” The Subcommittee believes that the closest coordination 
should exist among all the groups carrying out programs of nursing, technical 
and vocational education and that the practical training of health personnel 
should be carried out in hospitals, and medical and dental school facilities. 

Except for mental health; authority to give grants for training applies to 
training in research. We believe a strong case can be made for the support of 
clinical training in all fields, because demonstrable shortages exist, the stipends 
of interns and residents are insufficient, and the long and unremunerative period 
of training in a medical specialty is discouraging to students of moderate means. 
We believe, therefore, that legislative authority should be sought whereby 
the Public Health Service could offer training grants to clinical as well as 
research trainees. We make this recommendation in the expectation that the 
fewer the restrictions placed on the activities of the trainee, the more efficiently 
he will be able to undertake his mission. 

The Subcommittee recognizes that these uroe-rams will be exaensive and that. 
judged by present approp;iations, substan&al>dditional sums-will be required: 
Nevertheless, it believes strongly that its recommendations are justified. Ex- 
penditures for health, and for health manpower, contribute remarkably to the 
economy. Salaries paid to health personnel return hy one channel or another 
to the gross national uroduct. Thev enhance the GNP bv restorine to effective 
production those perions incapacilated by disease. The X5,0& ~Americans 
between the ages of 25 and 64 who died of heart disease, cancer, and strokes in 
1962 would have earned wages totaling more than $1.5 billion aud paid close to 
$200 million in Federal income taxes had they lived one more healthy working 
year. Besides being justified on humanitarian grounds, health pays remarkable 
dividends. The Subcommittee is confident, therefore, that its recommendations 
are sound, judged either by humanitarian or by economic standards. 

Scope 
CONCEPTS AND I)INEiTSIOSS 

Health services, one of the largest social enterprises in the United States, 
represented total ex.penditures of $35.4 billion (.5.9 percent of the gross national 
product) and employment of upward of 3 million-individuals (4 to 5 percent 
of the total labor force) during 1964. Health mannower needs are diverse and 
requires many special skills. -Any review of the -encyclopedic resources con- 
cerning manpower reveals that the range of skills, aptitudes, and general in- 
terests required of health manpower is as great as in virtually any other societal 
institution. There are careers in the health disciplines for individuals with 
highly disparate backgrounds, diverse levels and duration of preparation, and 
significantly divergent interests and capabilities. 
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A successful program to combat heart disease. cancer, and stroke will re- 
quire a diversity of manpower and a broad spectrum ,of servires. These diseases 
are responsible for a substantial portion of the morbidity and disability expe- 
riencesd by our societv. The application of a wide range of skills is necessary 
in assisting the indi;idual oatient to achieve optimum restoration in order to 
perform a llseful role in socieiy. 

The most recent Health ltanpower Source Book (1) characterizes the sco,p+ 
of health manpower as follows : 

“In broad terms, 3 to 4 million persons can he considered as being involred in 
the many aspects of health services. The health services industry in 1960 
employed about 2.6 million persons in hospitals, clinics. health organizations, 
private offices, laboratories, and remaining places where medical and other 
health services are provided. This count does not include military personnel in 
hosnitals and other settings who also contribute to the health of the Nation. An 
additional half million p&sons in occupations usually considered in the health 
field are employed in other than the health serrices industry. For example, only 
3 percent of the veterinarians and 7 percent of the pharmacists are classsed as 
in health services. Another half million or more persons are in industries directly 
or indirectly related to health services. For example, large numbers of persons 
are engaged in the manufacture of drugs and medicines and the wholesale and 
retail trade connected therewith.” 

The Bureau of Census counted 2.6 million members of the health services indus- 
try in 1960. More than two-thirds of those workers, 1.7 million, are employed 
in hosnitals. Health services. rankinz third followinz agriculture and 
construction. represented 4 percent of the 64.6 million people counted in 71 indus- 
tries. About half of the total health workers have college degrees or are highly- 
trained. It may be surprising to learn that 8 percent of all librarians are em- 
ployed in the “health services industry,” as are 30 percent of all biologists, 4 per- 
cent of personnel workers, 4 percent of recreational workers. 30 percent of psy- 
chologists, 5 percent of secretaries, 4 percent of telephone operators. 8 percent of 
laundry workers, 6 percent of stationary firemen, H percent of cooks, and a be- 
wildering variety of other occupations. including electricians. carpenters. 
chauffeurs, harbers, seamstresses, meatcutters. and bakers. “Only the candle- 
stick maker is no longer employed in the health services industry.” 

The Public Health Service estimates manpower supply for approximately 40 
health oc~npationn. In 1960, the manpower in these fields totaled in excess of 
2.3. million. In addition to physicians, dentists, nurses. and optometrists. the 
number includes health physicists, biostatisticians, medical care administrators, 
and certain less well known therapists and technologists. Furthermore, esti- 
mates of manpower supply are not available for personnel in food and drug 
protertive services, health information and communications. medical engineering 
and electronics. and orthopedic and prosthetic appliance work. 
I’rends 

Health manpower has increased rapidly during every dePcade of this century. 
Although ‘the proportion (50 percent) with a college education has perhisted. a 
smaller share of these employees are physicians or dentists. Despite increased 
demands for health services bv an seine and nrosnerinz nonulation. the ratio - c. 
of physicians to population has remained static. kpe&alizatibn*and increasing use 
of diverse health personnel are the most prominent characteristics of health 
manpower. The trends seem to be related to polmlation increases. to higher 
levels of education, and to increased availability of procedures henefiting health, 
as well as to an expanding economy which has generated more disposable per- 
sonal income. 

The vigor of the health establishment can be measured by its rate of growth 
in comparison with that of the whole normlation. or with the growth of other 
social institutions. Since 1900, the pop&ation of the United Stat’& has increased 
2% times, hut. the college-educated or professionally trained moiety of health 
workers has increased sixfold, from fewer than 0.2 million to -exceed 1.1 
million in 1960. In the same neriod. the number of nhvsicians has doubled. 
dentists have tripled, and other personnel have inrreaserl hy a faetor of 1% 

With these changes in growth rate and numbers, there have also been profound 
rhanges in medical practice. At the turn of the century. the chnn,zes in medical 
ednration stimulated hy the Flexner report were still in the future. Few physi- 
cians bad henefitted from foreign study. the system of residency training begun 
by Halstead and Osler was unknown. and the practice of medicaine was. nnmeri- 
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tally, confined largely to general practice. Thirty years ago, one doctor in sis 
was a specialist; at the beginning of World War II only one in five had special- 
ized. Today, however, 4 out of 5 of our graduating physicians are undertaking 
specialized training. With the greatly enhanced interest in advanced training, 
the number of specialists rose to 36 percent of all M.D.‘s in private practice in 
195@,44 percent in 1955, 56 percent in 1960, and 61 percent in 1963. Correspond- 
ingly, the proportion of physicians having “first contact” with patients (personal 
or family physicians) has fallen sharply. 

Qualitative changes are largely the result of an increasing range of service. 
educational, and research opportunities. The development and growth of spe- 
cialization has resulted from efforts to achieve the depth of knowledge neces- 
sary for effective performancce in specific areas. The exponential growth of 
scientific knowledge has contributed to the inexorable trend of specialization as 
well as to the potential for improved health services. Whereas in the early 
part of this century, a single health professional could provide a wide range of 
services, now these services are provided more effectively with greater skill and 
competence and in more depth by several specialists, no one of whom conven- 
tionally provides the range of services formerly demanded of practitioners. 

It is hardly a coincidence that specialization and increased employment of 
various assistants have gone hand in hand. The solo practice characterized by 
the doctor of the old school required only casual assistance. Laboratory pro- 
cedures did not exist, nor, if they had, would they have been useful since drugs 
with specific actioas and tolerances were hardly known. Social workers were 
little need& when family practice and home care were the watchwords. 
Ihe advent of anesthesia and asepsis, 

With 

dreamed of became commonplace ; 
surgical procedures previously only 

hospit;rl care supplanted home care when 
adequate nursing and superior knowledge exorcised the fear of eras-infection; 
the gathering together of physicians and trained assistants set the stage for still 
further specialization. Finally, in World War II? the superior results obtainable 
by specialists ‘became widely evident. Physicians returning from military serr- 
ice demanded specialty training in unprecedented numbers, and the tide thus 
gathered was never slackened. In 1941, there were 7,553 interns and 4,100 res- 
idents in U.S. hospitals. Almost all of the internships (92 percent) offered were 
filsled. By contrast, in 1963, 12,229 internships were available of which 9,636 were 
filled, and 37.357 residencies were offered to 29,485 takers. With the continuous 
surge of new technology, one can anticipate additional careers as new specialists 
emerge in an effort to cope successfully with the potential offered by scientific 
and technological advances. Specialization and diversification will no doubt 
continue as major characteristics of health manpower in future decades. 
Nanpower for heart disease, cancer, and, stroke 

The Subcommittee early concerned itself with the question of manpower needs 
for heart disease. cancer, and stroke as separate from the requirements for those 
of the rest of medicine. Although specifically charged to make recommendations 
in these categorical areas, the Subcommittee believes it impossible to plan pro- 
grams for training manpower only for heart disease, cancer, and stroke. We 
believe the problem facing this Commission to be immense. The diseases that 
fall within our purview cause over ‘70 percent of all deaths: consequently, we 
believe we cannot separate their requirements from those of the rest of medicine 
without inadvertently creating the most serious imbalances. Peter cannot be 
robbed to pay Paul that much. We believe, therefore, that we must concern 
ourselves with the manpower needs of the entire social institution we call health. 

RESOURCES 

Neglected sources of talent for health services are to be found at every hand: 
among youth, the retired, women, the underprivileged, minorities, the unem- 
ployed and in the health professions themselves. 
Youth 

The Nation’s foremost manpower resource for the health establishment is that 
sector of the population that reaches age 18 each year. The number has in- 
creased from 2.8 million in 1963-64 to 3.7 million in 196465, reflecting an upsurge 
in births at the end of World War II. Approxim’ately 3.5 million wi.lp celebrate 
their 18th birthday each year during the remainder of the decade, with 4 mil- 
lion reached by 1975. 
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As noted previously, the range of talents and skills required of health man- 
power is broad. Accordingly, efforts to acquire talent and energy for the attack 
on heart disease, cancer, and stroke require approaches to various abilities 
and capacities. A concern with graduate education must be complemented by 
programs aimed at appropriately preparing and utilizing individuals whose edu- 
cations have progressed only to the secondary schools. Manpower for both the 
complex, sophisticated, and highly analytic functions as well as the more limited 
tasks requiring a modest intellectual capacity is abundantly available in our 
Nation’s vouth. 

Approximately two-thirds of our students attain high school graduation. 
Much of the remainder, other than the mentally retarded or chronically ill who 
either drop out or fail to complete their studies, represents a critical waste of 
human resources and a deficiency in our social system. Imaginative new ap- 
proaches to vocational, technical, and academic programs are needed to convert 
this waste into an asset. Some have been proposed: more are needed. 

Among the 64 percent of the age group graduating from high school. only half 
enroll in institutions of higher education. Not all who have the intellectual 
capacity and aptitude for collegiate and graduate study continue formal educa- 
tion. Both the person and the public benefit when a youth with talent pursues 
education in a junior college, professional, or vocational school, or Imirersity. 

The variety of skills required for the Nation’s health services mandates the 
participation-of all educators dealin g with the health disciplines in attempts to 
approach these problems in the broadest societal context. Imaginative inno- 
vations in the training of individuals for health careers can assist a substantial 
number of young people to find employment in an economy which has a diruinish- 
ing need for unskilled, untrained individuals. 
Women 

Although 51 percent of high school graduates are girls. only 42 percent of the 
entering classes in institutions of higher learning are females. Moreover, the 
attrition among women in institutions of higher education is greater. \Vithont 
going into a more detailed analysis, it may be noted that the tentlencp for n-omen 
to neglect their intellectual potential represents a serious social waste and 
personal loss. Women are approximately one-third of the Nation’s labor force. 
The report of the President’s Commission on the Status of Wonmn revealed that 
an increasing portion of women are returning to the labor force as they are 
relieved of the raising and care of their children. These womeu, nlany in the 
fourth, fifth, or sixth decade of life, compose an expanding resource, l’nrl mularly 
in the health disciplines where patient care and other services pnt ;I premium on 
maturity and effective personality. The waste represented by the loss of talented 
women need not be tolerated. 
Socially and economically disadvantaged 

Another neglected source of manpower is found among the many who suffer 
social or economic handicaps. Our educational institutions have been responsible 
for truly extraordinary accomplishments in providing oportunities for talented 
and motivated youngsters to acquire a variety of skills. They have been singu- 
larly unsuccessful, with few exceptions, in approaching the student with unreal- 
ized potential who is unmotivated or disenchanted. Often these neglected 
individuals have the necessary innate ability, but they are frustrated because 
technical or professional work represents an alien culture. Such waste of 
human resources is especially notable amon, w Negroes and other minority groups 
as well as among the 11 million children and youth w-ho live in relative poverty. 
TeclLnoIogically displaced 

The large number of unemployed persons in a period of great prosperity is 
a paradox of our time. Our economic growth results, in part at least, from the 
rising productivity achieved by automation ; yet. this very triumph dislocates 
employment opportunities. Many who because of automation are unemployed 
remain unemployable unless retrained. Meanwhile, the increasing complexity 
of our industrial procedures requires an ever more highly trained work force. 
The unemployed have a double meaning for the Commission. That poverty 
and disease share the same bed is well known: that the technologically dis- 
placed are a manpower resource which can be retrained for employment in the 
health industry should be equally evident. 

For the technologically displaced, automation represents more of a threat than 
a benefit. In many respects, they are another facet of the challenge to our edu- 
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cational system represented by the high school dropouts. As our technology 
advances and becomes more sophisticated, technological displacement moves uy 
the ladder of skills. Thus we find a diminishing market for many white-collar 
positions as the cybernetic revolution takes over the jobs of office workers. 
Health services, confronted with enormous manpower needs, must explore re- 
cruitment and retraining efforts that attempt to use the talents of those dis- 
placed or deprived of work by automation. 
Handicapped persons 

The physically and mentally handicapped, all too frequently, are considered 
as a burden to society rather than as a human resource, even if only marginal. 
During a l\eriod of full employment such as World War II, many individuals 
who previously were classified as handicapped or incapable rehabilitation found 
places in the economy and recouped their social value. The unique challenges 
and needs related to heart disease, cancer, and stroke can be approached in 
imaginative ways so that in niinisterin, cv to the needs of one individual, the op- 
portunity can be presented to another-himself handicapped-to assume a so- 
cially useful role and thus enhance his own dignity. 
Retired persons 

In our society, retired or aged persons unquestionably are the most frequent 
victims of heart disease, cancer, and stroke. Many of these individuals are 
frustrated as they seek a role and function in society. But many constitute a 
resource which is seldom perceived. Usually they are regarded only as consum- 
ers of health services, which they are for the most part. However, striking 
examples of their potential as a manpower resource are seen in their services in 
the home care, friendly visitor, and meals-on-wheels programs that have been 
developed in some communities for chronically ill individuals; including a high 
number of victims of heart disease, cancer, or stroke. 
Effective USC-A potential resource 

The final manpower resource may seem paradoxical for it comprises the in- 
dividuals currently engaged in health services. A far greater impact and effec- 
tiveness can be realized for them through organization and modification of their 
roles. Many of the services provided currently by individual callings have ac- 
crued more by force of tradition and custom than by logic or economy. There 
have been only a few scattered attempts to define appropriate roles for various 
professions through job analysis. Shortages of manpower require that trained 
professionals spend the maximum gortion of time with those responsibilities 
that best employ their knowledge and experience. Less demanding tasks must 
be allocated to other categories of personnel if skilled manpower is to be used 
effectively. 

In a society where there is great concern for insuring the availability of health 
services of high quality, there is always the danger of the underutilization of 
human resources because many receive training which extends beyond the re- 
auirements of the tasks thev are called unon to aerform. This is a difficult con- 
cept to grasp, especially in the face of wide&read concern for quality per- 
formance in all research, educational, and service activities in the health pro- 
fessions. 

Prof. Eli Ginzberg has noted underutilization of highly trained personnel in 
“capital-poor institutions” such as universities, hospitals. and other agencies in 
the service sector of our economy (2). It is not unusual for a scholar or scientist 
of substantial accomplishments to waste his time trying to type a letter or re- 
pair a piece of scientific apparatus, a task that could be completed by an 
experienced typist or technician in a fraction of the time, The exploration of 
these issues as they influence the health professions and their effectiveness in 
combating heart disease, cancer, and stroke require careful formulation of con- 
cepts, investigations, and demonstrations. We have made advances, but the 
application of principles learned must be much more widespread. The patholo- 
gist does not read all of the slides prepared from rerrirnl smears hnt rather sul)er- 
vises a corps of cytotechnologists. On the other hand, a specialist fully trained 
in the diagnosis of ocular changes in hgpertensire disease can waste hours of 
valuable time. energy. and talent in performing refractions, a task that can be 
performed with ample skill by a person rrith much less training. 

Increasing specialization in the provision of health services has led to the 
suggestion of tbe team approach for the nrovision of services that were pre- 
viously provided by one individual. This is not to imply that a team will pro- 



236 COMBATING HEART AND OTHER MAJOR DISEASES 

vide the same services; but the team can furnish much more highly skilled, 
extensive, and competent versions of the same category of services. In addi- 
tion, research is needed to test the validity of having services that were once 
provided by one professional category transferred to one or more individuals 
with a lesser level of preparation. This redefinition of role and the appropriate 
modification of specific tasks in order to have them carried out effectively by a 
person with lesser skills can result in vastly increased effectiveness in the use 
of health manpower. The increasing need and demand for health services to 
combat heart disease, cancer, and stroke, as well as increasing educational needs 
and expanding research opportunities require enlightened use of supportive per- 
sonnel working in concert with the more highly trained specialists. 

Changing the dimensions of health manpower and restructuring tasks are 
closely related. 
ices. 

Each requires new techniques for the provision of health serv- 
The purpose of both is to increase the efllciency and effectiveness of the 

single professional ; to expand the quantity and enhance the quality of all health 
services, research endeavors, and educational activities: and to achieve the 
fullest range and the highest quality of these for the entire Nation. 

SUPPLY AND GOALS: 1965-75 

Each achievement in the treatment of heart disease, cancer, and stroke presages 
new challenges. As our scientific capacity grows, the greater is our need for 
effective application of this knowledge to benefit individual patients. Moreover, 
the greater our success in coping with the organic aspects of these diseases, the 
more we are challenged to maintain the individual’s level of function and to en- 
hance his capabilities and potential for rehabilitation after illness strikes. These 
medical advances also affect the needs and demands for health manpower. 
Cha.ng&&g health needs 

Sir Geoffrey Vickers has characterized the history of public health as “* * * a 
record of successive redefinings of the unacceptable” (3). Even a few cases of 
polio in a community with a population of several million are unacceptable. By 
contrast, 400 deaths each year from cancer of the cervix-usually susceptible to 
detection and cure-are accepted, albeit reluctantly, in New York City alone. 
This permissiveness need not and must not persist. This waste of human life 
need not be tolerated. 

The advances being made with respect to acute leukemia in children suggest 
that deaths from this disease need not be accepted a few decades hence. Man’s 
persistent optimism and continuous search for new fields to conquer can find sus- 
tained stimulation and challenge in the investigation of the rauses of heart 
disease, cancer, and stroke and in the provision of the most complete and respon- 
sive care for natients for whom these diseases renrpsent. an awesome burden 
and all too freiuently a death warrant. Each gain in health service or knowledge 
is antecedent to new and more complicated health needs t,hat require expanded 
health services and manpower capable of adopting to new requirements. 

A Presidential Commission addressing itself to thp challenges of heart disease, 
cancer. and stroke is one result of significant success in combating infant mortal- 
ity, a host of communicable diseases, nutritional defiriencies. and environment81 
stresses. This commission is a vivid illustration of the truism that the health 
achievements of one generation are instrumental in determining the health 
challenges of the next. 

Substantial changes in our economy have occurred in the past decade and a 
half affecting future health needs. The population of the T*nited States has in- 
creased sharply, from 152 million in 1950 to over 193 million in 1964. and is 
projected to be between 209 and 214 million in 1970. At the same time. the 
economy of the country has expanded greatly : the gross national product (GNP) 
has increased from $285 billion to over $600 billion in 1964. An increasing pro- 
portion of this GNP is spent on education and health. In 19.50. 26 percent 
of the 1% to 21-year-olds were enrolled in institutions of hisher education : this 
figure increased to over 40 percent in 1963. Our institutions of hieher education 
spent $2.7 billion in 3950 (less than 1 percent of GNP) : by 1963. the figure 
had more than tripled to $8.9 billion (1.5 percent of GNP). Health care ex- 
penditures in 1950 were $12.2 billion (4.6 percent of GXP) : in 1963. the figure 
was $32.9 billion (5.8 percent of GNP). Estimates place the expenditures in 
1964 at $3.54 billion. There seems to be every indication that we have the capa- 
city to respond to the challenge of our expectations. 

We stand at a point in time when great achievements are possible. To cite 
three pertinent examples, realistic estimates indicate that appliration of current 
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knowledge could save the lives of one-third of all those now dying of cancer ; the 
ravages and deaths caused by rheumatic heart disease could he effectively pre- 
vented; strokes could be prevented in large numbers of individuals destined 
to suffer from them, or the resulting disability could be alleviated by rehabilita- 
tion. These benefits are not now widely available because of deficits in trained 
manpower. We cannot treat many eases of surgically curable cervical cancer 
because we do not have enough cytological technicians to staff screening pro- 
grams. We lack enough pediatricians, public health personnel, nurses, and 
other workers to detect and treat the streptococcal infections which, if ignored, 
lead to valvular damage to the heart. We have shocking deiicits in personnel 
needed to detect, prevent, treat, or cure the cardiovascular diseases to which 
man is heir. .Judged against these needs, nothing less than a maximum effort 
is justifiable. 
Requirrmenfs 

Manpower requirements may be estimated in various ways depending on the 
selection of premises. Several groups, comprised of experts in their lields, have 
reported the specific manpower needs following detailed analyses based on an- 
ticipated demand. increased utilization of existing resources. and expansion of re- 
sources to meet realistic goals. Only a few studies are mentioned here. 

The Bane report in 1959 stated that, to graduate 11,000 physicians a year 
by 1975, it would be necessary to have an increase of 3,600 graduates over the 
current number. Three approaches were recommended : (n) expansion of 
enrollment in existing schools ; (b) establishment of new programs of basic 
medical science ; and (c) establishment of new 4-year schools. 

A report on manpower for biomedical research, prepared by the Sational 
Institutes of Health in 1962, projected net additional requirements of “45,000 
professional workers, fully qualified to engage in medical research as in- 
dependent investigators by 1970” based on an estimate of $3 billion for total 
national expenditures for medical research in 19iO. It was further determined 
that, of thew new research workers, 6G percent will be Ph. D.‘s. 2.5 percent 
M.D.%, and 19 percent. less than doctoral level. The report assumes that 15 
percent of the physicians graduated in 1965 will enter research within 15 years 
following graduation. 

Although increases among professional nurses mnre than keep up with 
population growth, the supply falls far short of recognized needs. The report of 
the Surgeon General’s consultant group on nur,&~g has set. 680,000 nurses by 
1970 as a feasible goal, while calculating 850.000 to be the ideal goal. The 
feasible goal represents almost a 2%percent increase over the 1963 estimate of 
550,000 professional nurses in practice. 

Judgments of experts as to specific requirements for health manpower are 
urgently needed, particularly judgments as to the increasing ratios of auxiliary 
to professional workers. Such a professional judgment has been made in the 
field of nursing. Comparable decisions for other health services could con- 
tribute significantly to the formulation of patterns of medical care that would 
assure the most effective use of health manpower. 

The Subcommittee on Manpower has reexamined some of the alternative 
methods of formulating manpower requirements and goals. Two such approaches 
studied are : 

1. Projections based on maintenance of existing ratios of health personnel 
to population in future years’ and 

2. Projections based on existing manpower resources, capacity of the Na- 
tion’s educational facilities, and the potential expansion of such facilities. 
Projection of existing ratios 

Our manpower resources will be taxed to capacity to me& the foreseeable 
demand for health services. The most conservative estimate of t,he need for 
physicians-that WP merely hold the present ratio of physicians to population- 
projects a need for 346,000 physicians by 1975. The Nation’s 87 medical and 5 
osteopathic schools had a total enrollment of 33.695 during the 3963-64 aca- 
demic year; 7,694 physicians were graduated. Sssumin,g current expansion 
of existing schools and opening the 72 to 15 new schools now in vari- 
ous stages of development will probably yield approximately 9.000 grad- 
uates per year by 1975. This will not maintain the present ratio of 149 
physicians per 100,000 persons. That ratio can be maintained only by the 
substantial importation of foreign-trained physicians. 

4.L669-6R--16 
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A stable, or even rising, ratio of total physicians to, population can disguise 
a declining ratio of physicians in private practice. Ss of December 31, 
1963, 13 States and the District of Oolumbia had at least 1 physician in pri- 
vate practice for every 1,000 in the civilian population. Assuming that 
this ratio is a reasonable measure of need for the remaining 37 States, it is 
estimated that there is a shortage of 20,ooO physicians for private practice at 
the presen,t time. Were we able to expand the output of the Nation’s medical 
and osteopathic schools by 25 percent immediately, it would require 10 years 
to make up this deficit alone. Moreover, this goal does not consider the addi- 
tional requirements for physicians in teaching, research, and administrative 
positions or the fact that about 20,ooO of the physicians now in private practice 
are 65 years of age or older and are reaching the age of professional obsolescence. 

Dentists, like physicians, are not being prepared in suffirient numbers to main- 
tain ratios to nonulation. There has been a decline in the ratio of active non- 
Federal dent&s* per 100,000 civilian population from 49.9 in 1950 to 4.9 in 
1963. Even with current planned growth of U.S. dental schools, a continued 
decline in the dentist-to-population ratio is forecast. 
Eficctire dwelopment of manpower ?-esource8 

What are our manpower resources? Are we effectively planning the de- 
velopment of these resources for the health professions? Determination of the 
potential members of certain health disciplines can be projected from the per- 
centages of college graduates who enter these callings. Rp applying current 
ratios to estimates of future bachelor’s degrees, we can project the number 
available to enter health professions. 

&lore than 365,OOO bachelor’s degrees were awarded in 1961. In the 
fall of that year, approximately 8,900 medical and osteopathic and 3.600 
dental students commenced their nrofessionnl education, following the attain- 
ment of the bachelor’s degree. Roughly ‘i-12,000 barhelor degrees are predicted 
for 1975. If the above ratios hold40 to 1 for physicians and 100 to 1 for 
dentists-we have the manpower potential for more than l&O00 new medical 
students and ‘i,C00 new dental students for the fall of 1975. Since the existing 
and antirinatrd facilities will accommodate onlv two-thirds of these potentials, 
our manpower resources far exceed the exist&g and anticipated cupacitg of 
our educational institutions. Moreover, future college graduates will face re- 
stricted opportunities to prepare for these professions. It is not the scarcity of 
mannower resources that reauires us to denend on the contribution of approxi- 
mate& 1,6@0 physicians from foreign me&al schools per year, to m&t our 
demands for health services, but rather the limited capacity of our own educa- 
tional institutions to accommodate the available potential manpower. The 
ironic situation, in which the wealthiest nation in the world depends 021 the 
less affluent for health manpower, can be corrected. We should become a 
creditor and not a debtor society. 
Health manpower goals 

Our goals are the minimization of human suffering and the ‘maximization 
of social usefulness of the individual which Tields dignity in life. With standards 
such as these, the health manpower needs for research, service, and educational 
programs directed toward the mitigation of heart disease, cancer, and stroke 
are enormous. Accordingly, the suhcommitee can see no alternative but to ex- 
pand to the maximum the Nation’s educational capabilities for training health 
manpower. 

‘ihe Bane report stated that the average physician sees twice as many patients 
in a given period of time compared to a generation ago. Professor Sevmour 
Harris has noted the increase in the number of patients handled by physicians 
is related to the increase in the hours worked and to rising productivity resnlting 
from greater use of other personnel, equipment, drugs, and improved medical 
education and training (4). There is no doubt that 1 hour of a doctor’s time 
today is more productive than a generation ago. It is also a fact that his 
greatest productivity level has not been attained. 

Efforts to achieve increased productivity of health manpower through organi- 
zation, coordination, and planning are essential. 

The expansion of existing schools and the development of new schools for 
educating physicians, dentists, nurses, scientists, and other allied health per- 
sonnel re@res extensive planning and the investment of large sums of capital. 
Consequently, the rate of growth of these schools (the number of graduating 
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physicians has increased only 2.4 percent in the past 5 years) has been and, 
unaided, will continue to be slow. 

Because the needs for trained health manpower are so great as to be un- 
attainable during the next decade, we believe that a double-edged program should 
be undertaken immediately. On the one hand, the greatest efforts must be made 
to utilize our preseqt manpower resoqrce,s.in the most effective manner possible. 
This will not be easy. Nevertheless, we must make every possible effort to 
achieve the most effective use of scarce professionals to obtain the ultimate 
level of aroductivitv. 

On the other h&d, we must also immediately begin a massive program for 
the training of additional physicians, dentists, nurses, and other health personnel 
as rapidly as possible. The leadtime in medical, dental, and scientific education 
is long. Nothing we can do toady can increase the number of physicians before 
1DGH. We must nlan so that our deficits will ultimately be made UD. our de- 
pendence upon ~f&eign graduates will be abolished, and our abilicy~ will be 
restored to provide medical care of the highest quality for our Xation and to 
assist other parts of the world to improve its medical care. 

PLARNINC TIIE EFFI32TIVE USE OF HEALTH MAKPOWER 

A factor of controlling importance in our time is the spectacular advance of 
medical science during the past 50 years. It has brought with it great scientific 
and technical advances but it has also created great problems in applying 
the technology for the benefit of all people. Specialization, fragmentation, in- 
creasing costs and the split of the cultures between scientist and practitioner 
have confused us all. Dr. Vannevar Bush has indicated that before this cen- 
tury goes much further, there must be bold social and economic innovation ti 
match t!ie giant strides being made by the scientists. 

l’he rapid growth of health activities has created problems now becoming 
troublesome indeed. Small institutions, necessary for health care a generation 
ago when transportation was slow and medical procedures were simple, are now 
inefficient when access is easy ,and duplication is expensive. The rate at which 
new knowledge found its way into practice was inconsequential when research 
was an amateur’s avocation, but it is critical today when medical science is 
making rapid and spectacular advances. The organizations whereby health 
research is translated into medical practice are no longer adequate. Rapid 
progress, transportation, and communication both demand and permit new 
dimensions to health institutions. 

Medical complexes, in which medical schools are coupled -with teaching hos- 
pitals and in turn both are afliliated with community health institutions, furnish 
an or,na:lizational structure wherebv research can auicklv be aunlied to natient 
care, whereby specialty training c&n be related to*healt‘h needs, whereby con- 
tinuing education can prevent medical obsolescence, and whereby the public’s 
interests can be best served. 

The Subcommittee’s principal recommendations, therefore, will relate to the 
development of such medical complexes as the prime instrument for bringing 
about the community :Ilannin,g necessary if health care is to achieve these new 
dimensions and if manpower is to attain new effectiveness. 
Coinmztnity health planniilg 

The institutions responsive to health needs have compounded, rather than 
simplified, the problem of effeettve manpower use. Historically, hospitals, clinics, 
medical schools. and other health care institutions have been located where thev 
are because of parochial or political considerations. Communitywide planning 
has played very little part. The topsylike growth of these institutions was costly 
and inefficient but was bearable so long as the procedures carried out in them 
were relatively simple, since no great strain was placed on the manpower in short- 
est supply nor was the economic burden caused by duplication unduly heavy. Re- 
centiy, however, specialization has greatly changed this situation. The more 
complex procedures. now common, require expensive equipment, sophisticated 
laboratory determinations, and teams of highly skilled people. When such 
people and procedures are active only part of the time, the inefficiency is very 
great. Thus specialization, created in order to improve the quality of medicine, 
has, as an adverse side effect, made medical care so expensive as to limit its 
availablity 

Comparable needs for optimum utilization exist Ivith health programs and 
the uce of health facilities. In many situations improvements can be more readily 
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accomplished with facilities than with people. It is unfortunate that our society 
has been able to afford the waste represented by two competing hospitals, each 
operating at substantially less than full capacity, existing to serve some of a 
community’s health needs, when a single community hospital with a bed capacity 
larger than either one but less than the combined total of the two could operate 
with far more economy. The inappropriateness of this lack of community plan- 
ning is emphasized when it is realized that such a community, with its excess of 
beds for acute hospitalization, usually has unmet needs for long-term care beds. 
ambulatory services, a home care program, and other health services. 

Unnecessary duplication, and the waste of material and human resources that 
it represents, is also found in two situations of particular relevance to this Com- 
mission. The newer technologies and instrumentations found in medicine are 
often glamorous and urestizious. Thus. the two comuetine communitr hnsnitsla 
mentioned above, in addition to being overbedded struggle to match each others 
new acquisitions. Each wants to offer its clientele the finest scientific medicine 
available, so there will be two pump oxygenators or two cobalt bombs or two 
high voltage X-ray devices in a community where even one would not be utilized 
to cauacity. Since each of these instruments must be maintained hv a comnetont 
staff of professionals and technicians, the waste of the equipment fora substantial 
portion of its useful life is compounded by the useless dissipation of scarce 
manpower. 

A beginning response to these problems can be seen in a few of the Nation’s 
more progressive and active communities. The concert of areawide nlauning is 
beingimfilemented through councils of social agencies, utilizations cbmmittees. 
and community health or patient care councils. These voluntary organizations 
attempt to achieve coordinated effort5 on the part of various independent agencies 
and individuals concerned with the health and medical needs of the community’s 
citizens. Unfortunately, in most situations, these activities can function only in 
an advisory capacity for lack of the statutory responsibilities comparable to 
those existing in the State of New York. Such endeavors are of the utmost 
importance if we are to realize our aspirations for programs that will hare 
maximum impact on heart disease, cancer, and stroke. Independent and often 
competing activities of hospitals, health departments, and medical practitioners 
-each working in isolation and often at cross uurooses-are not in the best 
interests of theconsumers of health services, the health profession. or the Nation. 

Moreover, the total scheme of health services available in a community must 
be considered or the highly 5ppecific and carefully focused efforts can come to 
naught. Thus, a failure to provide for needed ambulatory services, long-term 
care facilities, home care programs and the like, can result in a siphoning off 
of high-cost acute hospital beds by patients whose needs are for other than the 
highly complex skills and resources represented by the general hospital. In such 
a situation, failure to perceive the specialized need within the context of more 
general oatient reouirements generates a self-defeating frazmentation. .Tust as 
the availability of-cardiologists in a community has majorL’implications for the 
professional activities of the general practitioner, so does the addition of a spe- 
cialized activity such as a “stroke center” affect and evolve with the reaction-of 
the societal matrix in which it is placed. 

When suecialization breeds fragmentation in health services as the cost of 
enhanced quality the apparent gain is in reality temporary and is more than off- 
set by the long-term losses. Such a policy is patently folly in medicine as well 
as in the market. Therefore, a program of incentive grants is needed to encour- 
age community inventories, utilization committees, and other coordinating 
activities. 

Within individual communities, only rarely are there effective mechanisms for 
preventing duplication, or for efficient use of manpower or for reporting and con- 
trolling costs. Even within single institutions, methods for allocating costs are 
originarily rudimentary as judged by business standards. As a result, no effec- 
tive way exists for measuring the relative merits of two different procedures lead- 
ing to the same objective. Laboratory procedures, for example, often can be done 
either by manual determination, u&g a technician’s time, or by automated 
methods with an initial high capital cost but with negligible costs for labor. 
Accounting, billing, and data handling systems represent other cases in point: 
relatively few institutions have tadequately evaluated the cheapest and most 
efficient way of getting the job done. 

The interest of the Subcommittee on Manpower in the matter of cost analysis 
stems from the fact that objective data concerning the efficient utilization of 
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manpower simply do not exist at present. Many examples of glaring inefficiency 
come easily to mind. Doctors whose patients are in two or more hospitals lose 
worktime in traveling between them. The standby use of highly trained per- 
sonnel in emergency rooms duplicated in nearby institutions is clearly wasteful. 
Such examples suggest gross inefficiency, but without cost analysis the real mag- 
nitude of the problem is unknown. Wit,hout cost procedures, one service cannot 
be compared with another; the efficiency of one institution cannot be proved as 
contrasted with another, and the benefits provided to the community by its iu- 
vestment of monev and men cannot even be estimated. 

The developmen-t and application of standardized cost procedures would go far 
toward eliminatiug another cause of inefficiency-that resulting from the dis- 
agreement, acrimony. and opposition caused by misunderstandings. There is a 
general suspicion that the high per diem costs of teaching hospitals are caused, 
somehow, by loading patient care with the costs of teaching and research-in 
other words, that the sick are being victimized. On the other side of the penny, 
proponents for academic medicine point out that the care provided in teaching 
hospitals is superior, that the medical schools contribute knowledge and man- 
power over and above that needed for minimum standards, and that teaching 
cases, by their very selection as such are the more difficult and time-consuming 
ones. Without the knowledge gained from agreed-upon accounting procedures. 
such disagreements foster suspicion between hospital and medical school, between 
clinician and academician. and between trustee and faculty members. The re- 
sulting bickering is destructive to morale and constitutes an important drain upon 
efficiencv. 

Out of considerations such as those touched on above, come some suggestions 
for improvement of health care administration and the most effective use of 
our manpower resources. With the adoption of standardized cost finding pro- 
cedures, planning on a wider scale becomes possible. With community planning 
for health facilities. cooueration. and coordination rather than comwtition. will 
result. With the organization of health care complexes, each consisting’ of a 
medical school-teaching hospital as a center, and with community hospital as- 
sociated with it, an organization is created whereby medical care of the high 
quality provided in teaching institutions is available to entire communities, 
whereby costly duplication of the partly used personnel and equipment is mini- 
mized, and whereby the dangerously scarce skilled manpower can be deployed 
in the most effective way. 

The Subcommittee has been impressed with testimony it has heard indicating 
that preventive medicine can be made vastly more effective and can, therefore, 
complement the therapeutic management of acute disease. Concepts of compre- 
hensive medical care are now so far advanced that it should be possible in 10 
years to assure any community that large numbers of its people would not have 
their mediral problems neglected. We wish to state this objective here, as our 
manpower projections should be compatible with the evolution of mediral prac- 
tice now occurring. We believe medical complexes such as those suggested 
here to be the organizations of choice fo’r developing programs of comprehensive 
care. 

The Subcommittee wishes to suggest as one of its major recommendations 
that expanded medical complexes be encouraged and established in those com- 
munities where the necessary patient. populations. medical facilities. groups of 
highly skilled health personnel and leadership in community planning render 
the concept feasible. We. therefore, have included the following account of 
medical complexes as an extended guide to the concept. 
The medical comp1e.r 

Institutions devoted to health education and health care, are, today, vastly 
different from their antecedents. Medical education was originally an apd 
prenticeship, sometimes augmented by lectures and reading on selected subjects. 
Our present hospitals are derived from pest-houses used merely to isolate the 
sirk. 

The transformation of medical schools into medical school-teaching hospital 
hospital associations-prototypes of the current medical centers--came ahont 
through a fortunate combination of circumstances. A cadre of well-trained 
young physicians brought to the United States ideas they hsd received in Ger- 
many; Flexner pointed out that most institutions of medical education fell 
ahvsmallv short of what could be done: the Rockefeller and Carnezie Fnun~a- 
tions used their funds to establish demonstration projects in selected schools: 
the American Mediral Association established on effective accreditation mech- 
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anism; and an aroused public, made aware of health benefits then available, 
used its disposable income to create institutions destined to change the face 
of the medical world. But the process took 30 years to accomplish-roughly 
from1910to1940. 

With the close of World War II, two new phenomena made their appearance. 
The first was that young physicians returning from military service had noticed 
the demonstrablv more successful care nrovided bs snecialists as contrasted with 
that by those lacking specialty training. Thesk returning veterans besieged 
medical schools and teaching hospitals, demanding the specialty training the 
value of which they so keenly appreciated. As first believed to be a passing 
fad, encouraged by the GI Bill which made it economically possible to 
acnuire this traininc. medical educators naid relatively little attention to the 
phenomenon. However, it continued, having caught on; the current graduates 
also demanded specialty training; the tide of residents rose and rose until 
today, more than 10 percent of all physicians are in house-staff positions, and 
about 80 percent of current graduates plan to become specialists. 

The second no&war Dhenomenon consisted of massive funding of medical 
research through Federal and private agencies. During the war,-the Office of 
Scientific Research and Development had played an important role in the war 
effort; after the war intensive efforts were made to End permanent devices to 
continue this fortunate coupling of public funds with private science, both 
being used.in the national interest. Out of these efforts grew institutions such 
as the National Institutes of Health, the .National Science Foundation, and a 
host of programs also concerned with some aspects of health such as those of 
the Armed Forces, the Veterans’ Administration, and the Atomic Energy Com- 
mission. With the support forthcoming from these agencies and programs, the 
research potential of the country was greatly enhanced. With the manpower 
derived from the enlarged specialty training programs mentioned above, a 
source of academically oriented, scientidcally minded physicians was assured. 
With the greatly expanded activity in each specialty area, an extensive building 
program got underway, one result of which was that specialty departments 
in general hospitals afllliated with medical schools were transformed into entire 
hospitals, eachc in it.s own right. Medical schools, therefore, became the unifying 
center of a cluster of specialty hospitals in which teaching, service, and research 
all are carried out. In such medical centers today, there are maternity, psy- 
chiatric, children’s, orthopedic, eye, ear, nose, and throat and other specialties. 
to name only some. Institutes of radiology, of neurology, of cancer, and of 
various other supporting or diseaqe-.orif!nted categories are also common. 

That speciality training is desired-indeed demanded-is indicated by the 
fact that four out of five graduating physicians seek it. That the medical school- 
teaching hospitals association is a highly desirable place to undertake this 
training is shown by the fact that two-thirds of al house staff are now located 
in such affiliated hospitals, despite the fact that nonaffiliated hosl)itals pay 
larger salaries and often spend relatively large sums to sup,uort directors of 
medical education and other full-time staff members in an attempt to provide 
attractive teaching programs. That the medical care provided Tn the teaching 
hospitals is superior, is ordinarily accepted without question. As a model upon 
which to build still larger and more perfect medical institutions, the medical 
center has much to recommend it. It is an instrument which permits harmon- 
ious blending of public and private philanthropic funds. The expansion of 
present centers to include peripheral community hospitals, health departments, 
and other community health facilities within their organizational framelvork 
would provide the final part of the center concept, namely, the mechanism by 
means of which teaching, research and patient care can best be delivered to 
the entire community. 

Medical schools have as a nrimarv resnonsibilitv the education of students to 
the stage at which the M.D. digree is awardcti. The faculties of medical schools 
also often teach students in the health professions other than medicine, they pre- 
pare scientists, guide postdoctoral interns and residents through their graduate, 
specialty training. and they supervise the clinical conferences. symposia. semi- 
nars, and other exercises which, for the voluntary staff, represent continuing 
education. The erpansian into complexes including other community health 
resources provides a mechanism whereby graduate and continuing education 
can be Treat@ enhanced, as each such peripheral facility becomes a focus for the 
continuing education of its staff, under the guidanre and supervision of appro- 
priate faculty mclnlbers. A mechanism is therein provided n-hereby education 
becomes a ~OII~~IIIIIIIII and not an interlude in the! lthysician’s life. 
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Besides teaching, research is the other pervading theme providing counter- 
point in institutions delivering excellent medical care. It is the process whereby 
the system constantly renews itself; it prevents dogmatism; its fosters a ques- 
tioning, self-critical attitude; and it constantly generates new information to 
stimulate the inquiring mind. Laboratory research is perhaps best done in a 
clositer, but clinical research begins at every bedside and at every clinic ex- 
amination. Clinical research, especially on rare diseases, requires large initial 
patient populations from which suitable cases can be selected. Clinical re- 
search requires an organizational system whereby eases occurring in different 
places may be treated identically. Clinical research to achieve greatest useful- 
ness, should be carried out under the scrutiny of the entire medical staff in 
order that the patient may best be protected and the results most quickly dis- 
seminated. The expansion of present medical centers to include community 
hospitals provides the mechanism whereby greatly improved clinical research 
becomes possible. 

The support of medical enterprises comes, today, from a bewildering variety 
of sources, both public and private. Unrestricted endowment and tuition income, 
restricted endowment and gifts, research, and training grants, income from 
patient care and from ancillary sources related to patients, all play a part. Gifts 
and grants come both from public and private sources and are provided by sepa- 
rate agencies too numerous to count and with separate restrictions too disparate 
to summarize. Confronted by this confusion of sources it seems unlikely that 
an orderly system of support can quickly be created and, therefore, that planning 
on an extensive scale can be accomplished by donor agencies. The grantee in- 
stitution can, however, engage in comprehensive planning, can fit each piece of 
support into its proper niche, and can create the orderly mechanism whereby 
enormously varied kinds of support may be coordinated into a single continuous 
system of medical education, research, and patient care. The advantages of such 
coordination are obvious; the expansion of medical centers by the inclusion of 
community hospitals provides the enlarged scope whereby the economic ad- 
vantages of comprehensive planning can be increased. 

Expanded medical complexes of the type envisioned here cannot be created 
overnight, nor rapidly in large numbers. A start can be made, however, in 
individual instances, where feasible. For example, in Kentucky, a satellite 
institution has been adouted at Moorehead. SO miles awav. and at Washington 
University, the Ellis Fischel Cancer Hospital at Columbia,‘Mo., has a full-time 
staff provided by the medical school at St. Louis. In other instances, a single 
service within a hospital might be incorporated into the complex, this to furnish 
the stimulus for the remaining services to bring themselves up to the standard 
necessarv for incornoration. In other instances. stroke. heart, or cancer stations, 
as recommended by other subcommittees of this Commission, might be formed 
within community hospitals by the medical complex, again to furnish not only 
patient care but also the example and stimulus necessary for the other services 
to bring themselves up to higher standards. The expansion of medical complexes 
by the inclusion of community hospitals, or of individual services within com- 
munity hospitals, is thus feasible immediately. 

To encourage development of such expanded complexes, as a basic device for 
best providing training, research, and patient care, the Subcommittee recom- 
mends a program of institutional grants, these to be flexible in nature in order 
to provide whatever the individual institution may most need to bring about the 
organization of the enlarged complex. The Subcommittee understands that in 
some instances buildings may be most urgently needed, in others laboratory 
equipment and renovation to foster a research program in the community loca- 
tion, in still other places, a nucleus of full-time staff may be essential and in 
most instances support for an administrative mechanism will be required. 
These complexes are justifiable, largely by their regional nature, by their service 
and patient care aspects, and by their utility in the continuing education of 
physicians. Because these functions go far beyond the classical missions of 
medical schools and other local institutions, there should be full funding of 
the necessary expenditures, both for construction and for operation. 

A PROGRAM FOR THE FUTURE 

The foreeoine chanters have Dresented evidence that the needs for health ._ 
manpower are %rtua?ly insatiable. The present rate of training is not maiu- 
taining our present capabilities in the health field. Increasing population, in- 
creasing demand for medical services and procedures conferring benefits un- 



244 COMBATING HEART AND OTHER MAJOR DISEASES 

dreamed of a few years ago, all have combined to create a crisis in health man- 
power. Because the numbers of physicians, dentists, and other highly trained 
specialists are woefully inadequate, and because our training facilities are 
seriously deficient, we propose that maximum efforts be made to increase 
professional health manpower, and that intensive efforts be made to improve 
efficiency of the use of our present scarce professionals. 
Increased health manpower 

That we need greatly increased numbers of physicians is, today, unarguable. 
We are presently not even graduating enough new doctors each year to keep 
up with population growth. We can hardly count on, nor can we morally de- 
fend. the imnortation of Dhvsicians trained by countries less fortunate than ours. 
Such current imports a& at the rate of about 1,600 per year. Our best efforts 
since X%---the year of the Bane report-have resulted in planning for 12 
to 15 new schools. Clearly, without more massive support of medical education 
than we have as yet been able to generate, we face a grim future, medically. 
In the face of the rising demand for physicians in every field of service, it is 
futile to think of diverting physicians into heart disease, cancer, and stroke 
programs; to do so would be catastrophic in a nation in which faulty distribu- 
tion of physicians and increasing abandonment of general practice is already 
posing serious, if not critical problems for the provision of medical care. It is 
inescapable that we need more doctors, that the opportunities now apparent 
in heart disease, cancer. and stroke cannot be realized until we hare more 
doctors, and that the support of medical education is the only map we can get 
more doctors. 

We can no more separate national from international aspects of heart disease. 
cancer, and stroke than we can distinguish the manpower needs for these diseases 
from those of medicine at large. Medicine in the United States owes an im- 
measurable debt to other countries; Vesalius, Pasteur, and Virchow lived and 
taught in Italy, France, and Germany. The modern medical world is no less 
international; Fleming’s discovery of penicillin in England made possible the 
prevention of rheumatic hearts, and the cytological test for detecting cervical 
cancaer was developed here by Papanicolaou, who came from Greece. 

Heart disease, cancer, and stroke observe no national boundaries, vet their 
incidence and severitv varv in different countries and so urovide fascinat‘ine clues 
for research to explai”n these differences. Discoveries, once made in medicine, are 
freely available everywhere; we have benefited from Lister’s principles of anti- 
sepsis as Europe has profited from the Salk and Sabin polio vaccines. 

Foreign laboratories are an imllnrtant trainine resource for voune American 
scientists. Foreign scientists collaborate extensirely with Americans-in conjoint 
research projects. Foreign experience with variant forms of disease is mluable 
in devising measures to deal with our own medical problems. 

For years, we have been importing physicians from other countries. Indeed. 
the Bane report in 1959 anticiaated that we would continue to do so at a rate 
of 750 per iear, although the consultants questioned then whether or not this 
should be done when physicians were needed so badly in other parts of the world. 
Despite these qualms, we are parasitizing other countries at an increased rate 
(1,651 in lQ63). Approximately one-third of the medical graduates in Canada 
each year migrate to the United States-296 in lQ61 (5). This drain upon other 
nations is neither to their best interest or ours; the “brain drain” is resented by 
the countries suffering from it ; the inability of the United States to provide for 
its own needs ill fits our posture as a world leader; offers by the U.S.S.R. to 
provide medical personnel for the emerging African nations and for international 
efforts against disease have counted heavily on the propaganda front; in short, 
our national interest requires us to provide the manpower necessary for our 
obligations as a world leader in medicine. 

The Subcommittee believes that the solutions to the physician shortage must 
be found in Federal programs. We are well aware that the diversity of medical 
education in the I-nited States is one of its greatest strengths, and we know 
further that this diversity is maintained by the admixture of private, municipal, 
State. and Federal funds which support medical education. Nevertheless, we 
believe the present shortages to be so critical, and their further neglect so disas- 
trous, that Federal p’rograms must be undertaken as t,he onlv solut.ion which 
can be found in time. “Bforeover physicians are, in fact, a national resource 
in that the welfare of the Na$ion depends upon their ministrations. The 
schools that produce them are also nalional resources-their graduates migrate 
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freely throughout the country, their demonstration projects modify medicine 
widely, and the knowledge gained in them is immediately available everywhere. 
While in no’ way wishing to discourage local philanthropy-indeed elsewhere we 
recommend community planning-we nonetheless believe the local communities 
are presently unable to shoulder all the load; we believe that benefits of better 
medicine to observe no boundaries; in short, we believe the support of medical 
education to be a national necessity. We, therefore, recommend that the nettle 
be grasped firmly by the introduction of an entire system of programs support- 
ing medical education; for institutional grants, for student scholarships, for 
traineeship stipends during the graduate years of specialty training, for the 
support of senior faculty of medical schools and complexes, and for construc- 
tion and renovation of facilities to permit enlargement of our medical educa- 
tional system. We do not fear the encroachment of the Federal Government 
upon local management if this recommendation is carried out: indeed, past 
experience has been that the infusion of Federal support into medical institu- 
tions has actually stimulated the availability of local funds. 

Two’ other points should be made in support of this position. Graduate 
training, toward the Ph. D. degree, has been accepted for years as suitable for 
scholarship aid, justifiable because scientists are in short supply and their train- 
ing is in the public interest. 
is substantial. 

However, the attrition rate in graduate training 
A majority of all beginning graduate students fail to reach the 

goal of the Ph. D.‘s degree. Against this alarming attrition rate for Ph. D.‘s 
only about 10 percent of medical students drop out. Considering that each year 
increased numbers of medical doctors are joining the research and teaching 
ranks, one can argue successfully that health research manpower would be in- 
creased as much by scholarship support for M.D.‘s as for Ph. D.‘s. There thus 
seems to be no real justification for withholding scholarship support from med- 
ical students, even if only research needs are considered. Dloreover, since 
critical shortages of physicians now exist, and since those in private practice 
are declining at an alarming rate, we believe medical scholarships are necessary 
to prevent diversion of excellent candidates into other fields. Recent studies 
have shown a preponderance of medical students to come from relatively high- 
income families. Althoagh only .5 percent of American families have more 
than $15,000 annual income (before taxes in 1962). these families supply 
almost 30 percent of the medical students. One-half of all medical students 
come from families with annual incomes of $10.000 or more. It can hardly 
benefit the Nation to permit its physicians to be recruited predominantly from 
among the wealthy. Whichever way we turn, the Subcommittee is forced to 
conclude the substantial support for healtlh education is needed. The Subcom- 
mit.tee believes that scholarship assistance for medical students and stipends 
for graduate clinical training esueciallv for Dhvsicians asnirine to careers as 
teachers shoald be made av&abie to assist ihe recruitme& igto medicine of 
highly qualified individuals now unable to enter medicine for financial reasons. 

The second point concerns the effect of our federally supported research 
programs upon medical schools. It is certainly true that, in balance, medica 
schools are greatly improved as a result of the intellectual ferment engendered 
by the enlarged research activity and by the additional people supported by re- 
search and training grants. Nevertheless, a price has been paid : single-minded 
attention to teaching has been disturbed; funds have been diverted within the 
schools because of less than adequate reimbursement for indirect costs ; the regu- 
lations which inhibit investigators paid exclusively by research grants from en- 
gaging in teaching and patient care fly in the face of the philosophy universally 
held that a combination of teaching, research, and service is desirable, and the 
fragmentation of interest thus created has been divisive and not in the schools or 
the Nation’s best interests. At the same time, the poorer medical schools have 
been unable to benefit from enlarged research activities to the degree possible in 
richer institutions, since they do not have the free funds necessary to prevent 
imbalances. It is certainly in the national interest. in view of the shortage of 
physicians, to assist these impoverished schools so that they can continue to 
provide medical education of adequate quality. L 

We believe, therefore. that teaching and patient care should be recognized as 
part and parcel of research efforts. We know that many individuals in our 
medical centers and complexes work more nearly an @)-hour week than the 40- 
hour norm on which accounting principles have been based. We can find no 
imPrOPrit%y in permitting an investigator paid from research grant funds to 
teach and to see patients as do his colleagues paid from institutional funds. 
We recommend, therefore, that scientists wholly paid by research grants be 
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allowed to teach and care for patients as do other faculty members. We also 
recommend that institutional grants be made for the support of costs, including 
faculty salaries, of medical schools, and finally, in order to support additional 
numbers of full-time faculty and as awards of great prestige and special recog- 
nition, we recommend the continuation and expansion of the Research Career 
Award and the Research Career Development Award programs as Faculty 
Career Awards and Faculty Career Development Awards. 

Lest the foregoing paragraph seem to downgrade the need for research scien- 
tists and technicians in favor of physicians and allied health workers in the 
service areas of medicine, we wish to affirm emphatically our understanding 
that health research, in the end, will provide better methods for the prevention, 
detection, and cure of heart disease, cancer, and stroke than those we have now. 
Fascinating new vistas are now opening up in our understanding of these disease 
processes. The relationships between viruses and cancer, the factors influencing 
inherited susceptibility to cancer, the associations among factors relating to 
diet, obesity, and cardiovascular disease, the degree to which damage to the 
elastic tissues are involved in aneurysms and atheromatosis; these and many 
other problems illustrate the degree to which research may soon alter profound- 
ly our understanding of disease processes. In considering health manpower 
needs. therefore. continued. determined. and imaginative programs for training 
reseaich scientists, technicians, biomedical engineers, aid other health allied 
personnel should be strongly emphasized. Indeed, in revielving the history of 
some of the present research training programs, we hare been struck by the 
facts that support has sometimes been grudging and capricious: that programs 
once started have been restricted or have retrogressed; and that total needs, 
for example, the training of technicians, hare had little consideration. We 
recommend, therefore, that the research training programs be carried forward 
vigorously and completely. 

When considering ways in which medical schools can best be helped to increase 
the number and aualitv of the Nation’s nhvsicians. it is annerent that dif?erent 
schools have veri different problems. <olge of the newer-&d some of the im- 
proverished schools badly need full-time faculty in larger numbers. They need 
research programs of greater vigor and size, and they need to develop the local 
prestige which permits the full-time faculty to assume the leadership necessary 
in order to set standards of nractice. ,4t the other end of the sue&rum. the 
traditionally prestigious andA well-supported institutions have f&ulties and 
faciIities the envy of their less well-endowed competitors, but have lacked any 
stimulus to relate themselves more widely to the total health problems of their 
communities. Between these extremes a-large number of medical schools need 
long-term financial assistance in order to enlarge and stabilize their full-time 
fa&lties. The leading schools, with suitable en&uragement, can expand imme- 
diately into medical complexes, as discussed in chapter 4. The middle group can 
grow into institutions which later will have the strength to form complexes 
and the more impoverished schools need emergency assistance to prevent their 
actual disanaearance from the scene. It seems nonsensical to ulan for rauid 
formation of new schools without at the same time stabilizing-those alreidy 
operative. We believe. therefore, that institutional grants should be provided 
whereby all medical schools could strengthen their faculties in order to assume 
greater community responsibilities. One component of these grants should be 
weighted to favor the schools with small full-time stabs. Conrerselr. grants 
for the formation of complexes together with career and career deveioiment 
awards would enable the leading schools to continue development of their in- 
tellectua1 resources and encouragement deployment of their faculties in ways 
most advantageous for the health of their communities. 

We come at last to examine whether or not additional doctors can be re- 
cruited to meet the needs discussed here. Not too many years ago, Cassandras 
cried that a falling number of applicants to medical schools portended failure 
for any attempt to expand the medical education system. However, the tide 
has turned and is now running in strongly. The ratio of baccalaureate graduates 
to first-year medical students has been approximately 40 to 1 for many years; 
projections of college graduates forecast that 742,000 degrees will be awarded in 
1975; and, if so, we could accommodate about lS,OOO medical students without 
any decrease in quality from present standards. 111 addition, recent trends have 
shown that national merit scholarship winners are turning in iucreaeing numbers 
toward the health sciences as careers. \Vomcn also represent a vast and nearly 
untapped resource for the henllh l)roWssions. l’lle Soviet Union has long had a 
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nrenonderance of women in medicine (armroximatels two-thirds) and in Em+ 
ian& about one-quarter of all medical sti;dents are female. All oi these indica- 
tors lead to the conclusion that adequate numbers of qualified applicants will be 
forthcoming. In view of the presently enormous need for additional physicians, 
and considering that highly qualiEed applicants will be available in large num- 
bers, we have no real choice except to expand our iustitutions for medical educa- 
tion as rapidly as possible. We believe this to be a problem of national 
dimensions, partly because one can hardly expect local resources to provide 
fully for the needs of other regions, and partly because the provision of medical 
education for those young men and women who are highly qualilied is necessary 
as a matter of public policy. 

The President’s charge to the Commission requires us to determine where 
impediments now hamper successful programs. We have determined that in- 
adequate facilities and resources, particularly in the preclinical years of medi- 
cine. are the nrimarv obstacle inhibiting the training of adeanate numbers of 
ph&:ians. %e suggest, therefore, that-the constru&on and bther features of 
the Health Research Facilities Act and the Health Professions Educational As- 
sistance Act should be implemented fully. We believe further that the statutory 
limitations in these acts, both in dollars and in time, should be increased and 
extended. 

The foregoing discussion has focused almost exclusively on the education and 
training of physicians. The subcommittee does not wish to imply that shortages 
and the problems of supply are limited to this category of health manpower. 
It is fully recognized that many of these same problems exist in dentistry, nurs- 
ing, and other health professions. Moreover, the close relationships and inter- 
dependency of the educational and training programs of several health 
professions in university medical centers indicates that there is a sharing of 
common problems and a mutual interest that mandates planning and a compre- 
hensive approach to the development and expansion of the Nation’s resources 
for the preparation of increased personnel for the health professions. Con- 
struction grants ; institutional support; scholarships, traineeships, and fellow- 
ships : and faculty career and development awards are needed, not just in 
medicine, but in the several health professions that are so critical to the vi- 
ability and effectiveness of the health establishment. The Health Professions 
Educational Assistance Act ,the Surse Trainin, _ v 4ct, the Graduate Public Health 
Training Amendments of 1964. and other training programs of the Public Health 
Service represent enlightened first steps toward even more imaginatire and 
responsive programs in the future. 

All too frequently the importance of allied, auxiliary, or supportive health per- 
sonnel is ignored in consideration of the Nation’s requirements for health 
manpower. 

Since physicians and nurses are not available in sufficient quantity, we must 
make better use of trained assistants at the same time we expand our medical 
and other health professional schools. Not too long ago, nurses could not give 
medications, nor use a hypodermic syringe. Today, these and much more com- 
plex procedures are routinely performed by nurses. In the last generation, what 
laboratory work there was, was done by the physician ; today, the much-enlarged 
battery of laboratory determinations are performed by corps of technicians 
working under the direction of a clinical pathologist. Yet, the degree to which 
medical urocedures have been senarated into comuonent. and simnler. maneuvers 
is much iess than that done as a matter of course in industry. similarly, auto- 
mation has hardly been developed at all in the medical field, yet it is obvious 
that cell counts, chemical tests, analysis of bioelectrical records, and many other 
Drocedures are suitable for mechanization. We believe. in conseauence. that 
ihere should be strong support for research in methods ieading to job analysis 
and to the mechanization of medical procedures, so that they can be performed 
by other than the scarce, highly trained categories of manpower. 

This recommendation leads directly to the question of whether adequate man- 
power exists to supply the needs for these new, partly skilled jobs. Here, the in- 
formation is heartening. The rising tide of war babies, the large numbers of 
employable women, the technologically displaced, and the other categories dis- 
cussed in chapter 2, all point to a presently sufficient supply of untrained 
men and women Dower. What is needed is increased canacitv for training. 
Given the necessary funds, the facilities now available in high schools, commun- 
ity colleges, hospitals, and medical centers are probably adequate to train such 
auxiliary and supportive -parsons ; however, adequate teachers are not available 
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in anything approaching sufficient numbers nor are adequate teaching programs 
available. We recommend, therefore, strong support of the vocational education 
programs of the Office of Education as they relate to the health fields and to the 
similar programs supported through the Department of Labor’s Area Redevelop 
ment Set, the Manpower Development and Training Act, and the Economic Op- 
portunity Act. We believe that the Department of Health, Education, and 
Welfare should assume leadership in assessing needs and in encouraging and 
promoting the development of new and expanded programs of vocational training 
in the health fields. 

We believe that shortages of teachers will continue to plague health programs 
for some time to come, and we strongly urge teacher-training programs in these 
activities. Also, since the Office of Education customarily works with and through 
the school systems of the States, whereas medical education and many of the 
health profe&on schools, even in State institutions, have little contact with the 
secondary school system, we recommend that a coordinating function be estab- 
lished within the Department of Health, Education, and Welfare. Ideally, it 
would seem that support through the Office of Education might well go to the 
schools and community colleges providing vocational education courses, and that 
assistance for the practical training or on-the-job experience might come through 
grants made by the Division of Community Health Services to the health institu- 
tions. The Subcommittee believes ‘that adequate authority for such programs 
now exists, but that the Division lacks sufficient funds to implement these in- 
centive grants adequately. In this instance, the investment of relatively small 
sums of money for planning an,d coordinating activities in health institutions 
could greatly enhance the effectiveness and impact of the funds available for the 
training of health manpower under the Vocational Education Act. 
Promotin.g efpeotise use of health manpower 

Whichever way we turn, the Subcommittee is forced to conclude that rapid and 
substantial Federal support of education is needed in all the health fields. That 
this is not the whole answer is clearly recognized by the Subcommittee. In- 
creased efficiency must be achieved in the health establishment. The importance 
of community planning and the creation of medical complexes as steps toward 
increased effectiveness in the use of health manpower has been stressed in 
chapter 4. 

Areawide or community planning of health facilities is widely discussed, fre- 
quently advocated, but all too seldom practiced. Few planning activities have 
gone beyond facilities to attempt to plan in terms of health manpower and serr- 
ices. The Hospital and Medical Facilities Amendments of 1964 authorized grants 
for “* * * developing and supervising and assisting in the carrying out of com- 
prehensive regional, metropolitan area, or other local area plans for coordination 
of existing and planned health facilities, and facilities related thereto. and 
services provided by such facilities.” The Subcommittee wishes to go on record 
as supporting this legislation ; furthermore, we recommend the fullest imple- 
mentation of this program and its expansion as soon as is feasible. 

Throughout any discussion of the mechanisms for achieving the most effective 
use of skilled manpower there is recognition of the need for research and in- 
vestigations concerning patterns of organization, communications, and inter- 
personal relations. Such research is of singular importance to the health 
establishment if we hope to achieve new methods of patient care, and more 
adequate approaches for the delivery of high-qua1it.y health services that in- 
corporate the very latest biomedical achievements. Surh research must he 
directed toward a range of topics including training techniques, job analysis. 
multidisciplinary health services, continuation education, patient response to 
health needs and the like. Research in health services can enable us to achieve 
the maximum yield in both quantitative and qualitative terms from our existing 
health manpower. 

The next logical step following the acquisition of new knowledge is to implr- 
ment these findings through demonstration projects. In areas other than health. 
development is recognized as the companion of research. Such a relationship 
and its merits are often overlooked in the health estnblishmrnt. The principles 
of coordination of health services or of comprehensive care that are formulated 
through research must be tested and improved through repeated attempts at 
implementation in different settings. The health establishment can profit from 
the extraordinary achievements in industry where basic research, applied re- 
search, and development are carried out sequentially in pursuing an objective. 
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An extensive program of demonstration grants can stimulate the necessary 
developmental activities that are so desperately lacking in health programs 
today. 

We should like to close this section with some remarks on the scale of future 
planning. Many of the manpower problems are the result of inadequate prepara- 
tion in the past. The health industry has grown rapidly, from $13.5 billion in 
1955 to $35.4 hillion in 1964. and some m-o&&ions predict health expenditures 
of $84.4’billion by 1975. This trend is- in-line wiih the commonly-expressed 
opinion that rising productivity should be coupled with increased expenditures 
in the public sector of our economy. As these changes have occurred, the ex- 
panded health research programs of the postwar years have generated a multi- 
tude of new procedures, some of which are simple and readily applicable and 
some of which are complex, expensive, and esoteric. High energy radiotherapy, 
open-heart surgery, hypothermia, hyperbaric oxygenation and many others are 
examples of procedures requiring expensive equipment and well-trained teams. 
Others are even now visible on the horizon; it is certain that transplantation 
of organs and correction of inheritable defects will soon receive extensive trials. 
In research, similar developments are commonplace; the light microscope has 
given way to the electron microscope and the X-ray microscope is in prospect. 
Each is more expensive, each requires more space and each involves larger 
numbers of more highly trained manpower than did its predecessor. The fore- 
sight needed to plan today’s institution which can meet tomorrow’s needs is 
surely not beyond our capabilities. We have in the United States several medical 
schools planned 50 years ago which accommodate today twice the original num- 
ber of students and immeasurably enlarged research programs. We can, and 
should, plan today’s facilities and organizations large enough and flexible 
enough to expand for tomorrow’s needs. Yesterday’s small and parochial in- 
stitutions are being transformed into today’s larger and more comprehensive 
units; these in turn must inevitably coalesce into communitywide complexes, 
each part of which has room to breathe and grow. Our plans and dreams must 
be on a scale to fit tomorrow’8 reality. Niggardly and haphazard contrivances 
today will ill subserve and long constrain tomorrow’s progress. To build health 
complexes, to provide centers of excellence, to produce enough dedicated people. 
to improve the Nation’s health, and the world’s-these are challenges to test 
our souls. We have already begun : let us continue. 

RECOMMENDATIONS 

Throughout this report of the Subcommittee on Manpower there runs a theme 
of urgency. Our expanding population, particularly that component especially 
susceptible to heart disease, cancer, and stroke, is creating demands for health 
manpower never before realized. 

The recommendations of this Commission, if needed, will employ many addi- 
tional people, both professional and subprofessional in health services. The 
public demand for the medical care now possible or soon to be realized has 
created needs for health personnel which are, for the time being, insatiable. 
Faced with inexorable needs, unattainable objectives, and inadequate resources, 
the Subcommittee recommends intensive programs to utilize scarce professional 
manpower effectively and to enlarge rapidly our resources for increasing the prep- 
aration of health personnel needed so urgently. Toward these needs we be- 
lieve the following actions to be necessary : 

We must expand the basic resources and facilities for educating and training 
health personnel. The Subcommittee on Manpower recommends that: 

1. The Health Professions Educational Assistance Act of 1963 be amended to 
eliminate the ceiling on appropriations ; that a severalfold increase in appropria- 
tions be provided so that no school with capacity to expand its student body 
be held up for lack of funds; and that boldness be exerted to stimulate the de- 
velopment of new schools. 

2. Legislation be sought to permit forthright support of medical education, 
this to include formula grants to health profession schools. 

We must develop increased opportunities for education and training leading 
to careers in the health occupations. The Subcommittee on Manpower recom- 
mends that : 

3. PrOgramS designed to attract young people into the health professions and 
related disciplines. 



250 COMBATING HEART AND OTHER MAJOR DISEASES 

4. A coordinating ofiice be established within the Hepartment of Health, IMu- 
cation, and Welfare to provide liaison among the agencies and programs con- 
cerned with health manpower. 

5. A program of grants be made available to stimulate the training of health 
personnel in community and junior colleges, in cooperation with medical centers. 

5. The Health Professions Educational Assistance Art of 196.3 be amended to 
provide for a program of Federal scholarships for talented medical and dental 
students in need of financial assistance and that matching grants for the cost 
of education accompany each scholarship. 

We must increase the efliciencv and effectiveness of tke highly skilled health 
manpower now available. The ~ubcondttee on. Uan,power recommends that- 

7. There be established a health manpower unit to carry out continuous assess- 
ment of national manpower requirements for health services. The Subcommittee 
further recommends that the Surgeon General appoint a consultant group. to be 
staffed by the Manpower Unit, to advise onproblems of health technician per- 
sonnel. 

8. Greatly increased emphasis and support be given to programs of research 
and research training in community health with special emphasis on the problems 
of more effective use of health manpower and improvement in the coordination 
and delivery of health services. 

9. There be increased support of demonstration projects under the Community 
Health Facilities and Services Act of 1961 with special emphasis on new patterns 
for the delivers of health services that achieve more effective use of health man- 
power. 

We must shorten. the time between scientific discovery and ukfe8pread applfoa- 
Hon. Th,e Bubco,mn?Cttee on Manppower recommends that- 

16. A broad and flexible program of grant support be undertaken to stimulate 
the formation of medical complexes whereby nniversltg medical scl~ools, hospitals,, 
and other health care and research agencies and institutions will work in con- 
cert. 

11. The establishment of full-time career awards in universities and other in- 
stitutions, not only for research personnel but also for clinical investigators and 
clinical professors. 

RFZOHT OF THE COMMVNICATIONS SUBCOMMITTEE 

(Mr. Emerson Foote, Chairman, Mr. Barry Ringham. Mr. .John Carter, and Hr. 
R. Lee Clark. Staff: Dr. Basard H. ?vIorrison. Hr. 3Iarcus Hosenblum. and 
Hr. Abraham 81. Lilienfeld. Consultant : Mr. Mike Gorman) 

The prevention and control of heart disease, cancer. and stroke-the raring 
of a human iife-begins not with the doctor, the hospital, or the medical center. 
It begins with the individual himself. 

He decides to go for a checkupeither before symptoms appear or at the 
earliest sign of trouble. Or he decides not to. The decision, often made,cnrually 
or even subconsciously, may add or subtract a decade from his life. 

Hang factors influence his derision. One is his financial condition. Another 
is the convenience and accessibility of medical attention. 
factor is the state of his knowledge about health matters. 

The most important 

Onre he enters the medical orbit, his fate is again subject to many n-himo 
of c>hance. If he is wise enough to make his appointment soon enough, and if 
the physician he chooses is trained and equipped to detect an incipiently dan- 
gerous condition and make the proner referral. and if his c~ommnnitr is bles,sed 
with the special skills and facilities his condition requires and if he is able 
and willing to fnllow through the prescribed course of tren tment-in this happy 
ronjunction of circumstances-his life will be prolonged, his function unimpaired 
or restored. 

Breakage of any link in this cvhain can nullify the strength of the others. 
Nearly every link depends upon the rieht knowledge in the right place at the 
right time. Conversely, many thousands of heart disease cancer, and stroke 
deaths occur because of failures in the communication of lifesaving knowledge 
to the potential victim or to the physician who treats him. 

It is to these costly failures that the Subcommittee on Communications has 
directed its primipal attention. We recognize the vital imporiance of research 
conlmunication-between scientist and scientist. We wholeheartedly endorse the 
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recommendations of other Subcommittees concerning the need for strengthening 
the medical library system and adding to the electronic capability for handling 
research information. But we feel that the greatest impact on death and dis- 
ability from heart disease, cancer, and stroke, now and in the years immediately 
ahead, can be made through intensive nationwide effort to bring to the physician 
and the public the information they need about these diseases. It has been said 
that knowledge is power. In health, it is the power of life and death. 
A Federal mattiafe 

The Federal Government, as described elsewhere in this report, has been given 
a clear mandate and substantial resources to support the generation of health 
knowledge through biomedical research. The rerults of this policy have been 
the great scientific advances that characterize our time. 

But knowledge unused is knowledge wasted. And strangely, the Federal Gov- 
ernment has not been given a similar mandate and similar resources to support 
the transmission of medical knowledge to its point of application. 

One point of application is the meeting place of physician and patient. Knowl- 
edge or the lack of it on the part of the patient brings them together in time or 
keeps them apart too lung. Knowledge or the lack of it on the part of the doctor 
determines the success of their encounter. Clearly, this is the ultimate target 
of biomedicai research. These are the prime audiences. Equipping both patient 
and physician for their encounter is a communications task : a process of educa- 
tion and information. 

There are longstanding and largely unspoken obstacles to vigorous Federal 
participation in this process. Federal support of education in any form has been 
viewed darkly because of fears of Federal control in a political sense. Strong 
Federal programs of public information have been treated with suspicion 
through fear of self-aegrandizemant via mess aeentrv. 

Wi<hout seeking tujudge broader poticy ma?tersr we submit that in the com- 
munication of health knowledge these fears are illusory and irrelevant. They are 
worse : they contribute to unnecessary death and disability. 

In the generation of health knowledge, the Federal Government has abundantly 
demonstrated its aiblitv to stimulate and suuuort uroductive effort without stifline 
control. It has done & by developing a p&&e&hip of Federal and non-Federal 
scientific resources in a system which promotes individual freedom and initiative. 
Similarly in the communication of health knowledge, it can and must develop 
a partnership whereby scientific and communications skills and resources. both 
Federal and-non-Fed&al, work together to transmit the urgent messages’ upon 
which health denends. 

The Subcomniittee on Communications therefore recommends, as a funda- 
mental policy underlying its subsequent slxx3ic reconimentlatiolrs, that the com- 
munications functions of the Public Health Service, and especially those related 
to public information and the continuing education of the health professions, be 
recognized and supported on a scale commensurate with their importance as a 
major weapon in the prevention and control of disease. 
P,?jbZic ,information 

The public has an almost insatiable thirst for health information. Xews- 
pager readershin studies have shown that health articles rank hizh both in 
nun1be.r of readers and in retention of information. Every major &ily news- 
paper has at least one column devoted to health. Sews which suggests a 
scientific breakthrough is given front-page prominence. The general interest 
magazines rarely go to press without a substantial quota of health information. 

Yet t.he public remains remarkablv uninfo.rmed. or remarkablv slow to act. 
on many matters which are quite litei.ally “of life &id death.” J?a”rt of the prob- 
lem may stem from the sheer profusion of available information, sometimes 
contradictory and frequently half-true or halfhearted. 

In all three disease fields falling within our purview we were told by medical 
experts that the average American family today is not aware of the simple, 
fundamental measures necessary to protect its members from these diseases. 
This is a failure of communications. The coronary-prone middle-aged male, the 
young mother with one of the seven danger signals of cancer, the corporation 
executive who is suffering from one or more precursors of stroke-why don’t they 
act while there is still t ime? Because they either lack the information, or the 
information has been presented in such a fashion that they lack the motivation 
to act upon it. 
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We must therefore make much greater and more imaginative use of existing 
communications media, and we must create bold new channels of information 
to close the alarming gap between the acquisition of research knowledge in our 
medical centers and laboratories and its dissemination to the family physician 
and to the general Dublic. 

We hai; a magnificent and exciting story to tell. Every American is deeply 
concerned with the preservation of his own health and that of his loved ones, yet 
we have not capitalized upon that concern. We must take the plunge into the 
mainstream of modern communications. We must use the advertisinz and 
promotional techniques which have been so successful in creating a demand fo,r 
consumer goods to create a similar demand for the knowledge which will save 
thousands of precious lives. 

We therefore recommend the following steps be taken : 

STRENGTHENING PHS INFORMATION SERVICES 

We believe the Public Health Service has a duty and a responsibility to use 
every possible resource to bring the latest health information to the Ame,rican 
people. In a matter so urgent as the prolongation of life and the prevention of 
needless disability and death, we must insist upon the highest priority for 
these communications activities. 

For this reason we recommend that the funds appropriated for the Office of 
Information and Publications in the Office of the Surgeon General should appear 
as a budgetary line item. They should be increased by $750,000 per year to 
finance such additional activities as- 

(a) Recruitment and inservice training of information specialists, selected 
f,rom among young college graduates, to improve clissemination of health 
information to the public : 

(a) Creation of materials for free public service announcements on 
health for use by radio, TV, and magazines : 

(cl Develonment of fact books on snecific health tonics. summarizine 
p&s&t scientific knowledge for the use oi reporters and c&nn~unity leaders: 

(rI) Development and production of a health yearbook, similar in scope 
and quality to the agriculture yearbook, to create a series of authoritative 
and understandable reference volumes in specific health topics; 

(e) Assignment of writer-editors to accompanv foreign PHS missions 
and to report promptly on the findings and experiences of such missions; 

(f) Assignment of writers to produce prompt summary reports of scien- 
tific conferences in forms suitable for the health professions. 

TRAINING IW HEALTH COMMUNICATIONS 

Because the transmission of medical information has been given such a low 
priority in our total national health effort, we have given little attention to the 
recruitment and training of communications specialists in the health field. 
There is a desperate shortage of these skilled specialists, both in the Public 
Health Service and in medical centers and universities throughout the country. 

We therefore recommend that the Office of Information and Publications in 
the Office of the Surgeon General be allocated a specific annual sum of $1 million 
solely for these training purposes : 

(a) A grant program to educational institutions for the development of 
pilot training programs in the field of medical communications. Such grants 
should support the development of a core curriculum, the payments of faculty, 
and provision of stipends for trainees. A university which has both a medical 
center and a school of journalism would probably serve as an excellent setting 
for these pilot training programs in communications. 

(6) Provision of fellowships for the on-the-job training of a variety of per- 
sonnel in the gathering and writing of science information materials. Uanr 
of these fellows would be trained in the various agencies of the Public Health 
Service : many would be trained in our medical centers and large research 
institutions throughout the country. 

In addition, we recommend that the Public Health Service conduct and sup- 
Port seminars and other methods designed to give professional science writers 
the background they need to write accurately, responsibly, and clearly on health 
subjects. 

Science writing is a highly developed skill. The popularization of such 
scientific fields as nuclear physics and space has been brilliantly successful. 
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In the medical field, both within and outside Government, there has been a 
persistent reluctance on the part of scientists and physicians to take professional 
writers behind the scenes on a basis of mutual confidence and open doors to 
genuine understanding on matters of profound interest to the public. As a 
result, medical writing in the popular media-again with some outstanding 
exceptions has tended to be fragmentary and often misleading. The Public 
Health Service should take the lead in remedying this condition, and its public 
information offices should be authorized and encouraged to do so. 

RESEARCH CENTER ON HEALTH MOTIVATION 

In mounting preventive attacks upon heart disease, cancer, and stroke, we 
face the difficult challenge of changing the life patterns and habits of millions 
of people. For example, it is fairly easy to put out a pamphlet listing the 
various factors which predispose an individual to a heart attack, but it is 
extraordinarily difficult to get that individual to reduce his calorie intake, 
to give UD cigarette smoking. or to limit the stress factors in his dailv life. 

little res&ch has been-done on the effectiveness of the various approaches 
which have attempted to change the ingrained habits of people. Unless this 
important research is conducted by behavioral scientists, sociologists, and other 
specialists, we will lack a solid scientific base from which we can tailor our 
educational efforts toward motivating change in people. 

We, therefore, recommend that the Public Health Service be provided with 
funds to initiate the development of a center for research in health motivation. 
In addition to specific behavioral studies directed at the individual decision- 
making process in changing patterns of living, the center would analyze the 
contents of public campaign materials with reference to their effectiveness and 
influence upon behavior, and it would hopefully concentrate particular atten- 
tion upon hard-to-reach population groups which reject existing educational 
campaigns emphasizing individual initiative and changes in living patterns. 

It is estimated that $500,000 a year for 5 years would be necessary to initiate 
the development of such a motivational research center. 
C?ont+nuing education of the health profesaiorts 

The forward sweeD of medical science has brought about a kind of instant 
obsolescence in medical knowledge. Most physicians practicing today received 
their medical education in the 1930’s and 1940’s. The fact that they are prac- 
ticing two or three decades later poses a critical obstacle to the delivery of 
uD-to-date health care. 

-For many years, lipservice has been paid in the medical profession, as in 
most other professions, to the concept of continuing education. But the facts 
of daily life are hard to overcome. 

Most doctors work a 60-hour week. Even their free time is never truly free. 
They are deluged with paper, ranging from professional journals to flyers 
advertising the latest medical gimmick. Among the papers are invitations 
to attend lectures, seminars, clinical conferences. But only the supermotivated 
or the semileisured are able to respond often enough to keep pace with their 
changing profession. 

Thus the greatest single obstacle to a cohesive program of continuing educa- 
tion for the medical profession is time. The second is diversity of interests 
and needs. The third is the fact that continuing education, although it is 
recognized as a critical uroblem in medicine todav. is not the orlmars resnon- 
sibility of any significant-segment of our national health resour& - - 

Medical schools, the logical locus for the major effort, are correctly pre- 
occupied with undergraduate education Arst and research second. Continuing 
education, if it receives any attention at all, must settle for what is left of 
already inadequate resources. Similarly, community hospitals could contribute 
greatly to the continuing education of community physicians, but their first 
job is to care for the patients. Professional societies have many other 
responsibilities. 

Yet continuing education is a cateeorical imDerative of contemDorarv medi- 
cine. Without a large-scale, effective organized effort, the worlds of -science 
and practice will spiral still farther apart. The gap between what is known 
and what is received by patients will be harder and harder to bridge. 

The Public Health Service clearly has a leadership role to play in helping 
to forge a national continuing education effort, by assisting all the available 
resources in giving due attention to this problem. 

43469--85--12 
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STRENGTHEKIKG CONTINUING EDUCATION PROGRAMS 

The Subcommittee recommends that appropriate units of the Public Health 
Service be provided with funds and authority to : 

(al Stimulate and surmort through grants, contracts, or in other appro- 
priate ways, demonstration projects and experiments directed by medical 
schools, community hospitals. professional organizations, or any other appro- 
priate agency, designed to make important scientific knowledge systematically 
and conveniently available to practicing physicians. 

(21) Stimulate and support research projects designed to develop new and 
improved methods of conducting continuing education programs, including 
experimentation with various media (i.e., closed or open circuit television, etc.), 
various instruction methods (i.e., programed instruction, seminars, etc.), 
and various means of evaluating such programs in terms of their actual 
impact. in upgrading medical pract&e. - _ 

(c) Disseminate as widely as possible the results o’f experiments, demonstra- 
tions, and ot.her projects in the continuing education field, whether sponsored 
by the Public Health Service or by others, so that all interested organizations 
may benefit from the experience of others. 

(d) Conduct studies and demonstrations in communications technology and 
educational methodology. 

For these purposes the Subcommittee recommends appropriations of $2 mil- 
lion for the first year, $4 m,illion for the second, and $6 million for the third. 

A NATIONAL MEDICAL AUDIOVISUAL FACILITY 

The imaginative use of new communications media offers the be& hope for 
necessary breakthroughs in continuing education. The Subcommittee believes 
that in addition to its broad program of support for continuing education 
outlined above, the Public Health Service should also take leadership in 
producing, disseminating, and promoting the use of audiovisual materials for 
continuing education of the health professions. 

The Public Health Service Audiovisual Facility, located at the communicable 
disease center in Atlanta, Ga., on a small scale, has already demonstrated high 
competence in the production of training and educational materials, and in the 
collection and dissemination of such materials produced elsewhere. 

We. therefore, recommend that the Public Health Service Audiovisual Facility 
be enlarged in scope and strengthened so that it may become a national medical 
audiovisual center. To this end we recommend the follo\ving specific steps : 

(a) The appropriation of $1.5 million for necessary renovation and expansion 
of facilities. 

(b) Appropriation of $1.5 million for the first year, scaled upward to $4 million 
for the fifth year, to develop an intramural program which would include produc- 
tion, experimental use, and evaluation of educational materials in such areas as 
radio, television, motion pictures, programed instruction, etc. ; research and 
training programs in audiovisual fields ; international exchange of medical mo- 
tion pictures ; and other purposes. 

(o) Authorization of an extramural program of grants and felloxvships and 
aauroariations to suooort such a aroeram. beainninz at the level of $1.3 million 
per year and rising to $8 million at <he end 02 a 5-Gear period ; such’ a program 
would enable the Center to support selectively promising projects in audiovisua1 
communication at medical schools, community hospitals, and other institutions 
and to assist, through training grants and fellowships, in the development of a 
national cadre of medical communications wecialists. 

In addition to the program outlined above, the Subcommittee feeIs that the 
National Medical Audiovisual Facility should exert immediate and strong lead- 
ership in two communications media of particularly high promise for continuing 
education of the health professions. These are, first, the field of closed circuit 
television which is already being used sporadically, to a limited extent. by medi- 
cal schools, hospitals, and other health agencies ; and. second, the use of portable 
projectors for cartridge-type films which are especially adaptable to private use 
by physicians in their own offices, at times of their own choosing. 

We therefore recommend : (a) That an appropriation of $2 million per year, 
initially, be made to the National Medical Audiovisual Center for the specific 
purpose of developing, disseminating, and evaluatin g closed circuit television 
programs on subjects of vital interest to the health professions. 
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(b) That an initial appropriation of $1 million per year be made to the Na- 
tional i\ledical Audiovisual Center to produce short films for use in cartridge- 
trpe projectors, and to promote the widespread use of this promising new edu- 
cational device by the medical profession. 

TELE3'ISIOR 

The health world has been slow to focus the awesome power of television on 
specific health problems requiring specific public understanding and response. 

The medium is ideally suited for delivering clear visual information in dra- 
matic and forceful terms. The art of the documentary illm, true to science 
and at the same time challenging to the interest, is highly developed. Com- 
mercial television is capable of reaching an overwhelming majority of the Ameri- 
can people, and educational television is growing rapidly. 

Pet health documentaries have been few in number, uneven in quality, and 
generally drab in presentation. It has been their quality, rather than their 
subject matter that has relegated them to unattractive scheduling and doomed 
them to small audiences. Television producers are as aware as newspaper and 
magazine editors of the tremendous public interest in health. The products, 
with a few shining exceptions, have simply been inferior in the highly competi- 
tive world of commercial television. 

The Subcommittee recognizes the problems faced by a Government agency 
like the Public Health Service in recruiting and employing scarce topflight 
creative talent in motion pictures and television. It recognizes the scientific 
knowledge necessary to give complete accuracy and authenticity to health 
documentary programing and the impressive beginnings already made at the 
Service’s Communicable Disease Center in creating a truly national medical 
audiovisual center. 

We therefore recommend that the Public Health Service be authorized, and 
that funds he appropriated, to contract with professional television producers 
for t,he production of twelve 30-minute documentary films each year of the 
highest quality, on subjects related to heart disease, cancer, and stroke. and 
any other subjects as may later be deemed desirable. Each film should be 
budgeted at or about the level of $150,000 to assure writing and production that 
will make the films competitive with the best of commercial television. This 
price should include a sufficient number of prints to assure widespread use on 
local commercial television outlets across the Nation. The contract should 
also provide for the full participation of the producer and his organization in 
the marketing of the films. The Public Health Service, in conjunction with 
non-Federal scientists and physicians designated by the Service, should have 
full control of the content of each film. The.films should be available for com- 
mercial sponsorship within a predetermined range of appropriate product clasxi- 
fications, excluding such obviously inappropriate sponsors as tobacco companies, 
pharmaceutical firms, and the like. 

In the Subcommittee’s view, the potential of television as a disseminator of 
health information to the public can be realized only through quality production 
of authoritative material, made available in such a say that it can be viewed 
in prime television time by the widest possible audience. The method proposed, 
which consists essential& of a Federal investment in communication talent, won18 
cost about $1.8 million p& year. Alternative methods, such as the governmental 
purchase of prime time, would cost as much and result in the showing of inferior 
products, with inevitably inferior results. The impact of 12 first-class docu- 
mentary.films, each carrying a message of urgent importance for the protection 
of American families. would be immediate and overwhelming. 

The Subcommittee further recommends that the Pub& Health Service be. 
authorized, and that funds be appropriated to the National Medical Audio- 
visual Center to support through appropriate mechanisms, ,such as grants or’ 
contracts, the development of effective television programing in the health 
field on the Nation’s educational television stations. The sum of $1 million per 
year is recommended as a beginning figure. 

ETV programs reach school audiences at all levels from primary school through 
college. In many communities, the ETV program is viewed widely by the adult 
intellectual and civic leadership as well. It represents an excellent medium for 
attracting young people to health careers, for establishing and maintaining 
desirable health habits, and for stimulating desirable communitywide health 
activities. In many areas, ETV facilities can also be used for continuing educa- 
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tion of health professionals. The health potential of this grow-ing educational 
force has scarcely been touched 

ACI,EARINGHOUSEFORDBUBINFCBMATION 

The Subcommittee recoenizes the fact that imnrouer use of drugs is today an 
important cause of avoidable disease. Because the gaps and wasteful duplica- 
tion associated with present independent efforts to handle drug information are 
repsonsible for much important information failing to recah those who need it 
most, and in view of the progressive increase in the consumption of medications 
and other chemical products, the Communications Subcommittee endorses current 
proposals for the establishment in association with the National Library of Med- 
icine, a national drug information clearinghouse, serving and supporting govern- 
mental and nongovernmental drug information units. 

We believe that the clearinghouse should be given authority and eventually 
additional funds for providing grants to promote compatibility and cooperation 
among drug information units. 

The clearinghouse should include full information on the chemical structures 
and biological properties of all known compounds and the derivatives of such 
chemicals, with regard for their cellular. environmental, and social effects. It 
should gather information from all reliable sources, including the published 
literature, conference proceedings, Government reports and other records. Fur- 
ther, that the clearinghouse should produce, both for general and speciiic users, 
annotated bibliographies, systematic files of information on drugs in forms suit- 
able for replication, critical reviews, compilations of evaluated data, judgmental 
responses to individual inquiries, and other appropriate information. 
The promotion of health 

The Subcommittee on Communications is well aware of the fact that its --_ .__~..~~~~~~~~~ 
recommendations range beyond the problems of heart disease cancer, and 
stroke, if these uroblems are considered narrowly. We feel strongly that more 
effective transmission of health information to the public and the professions- 
whatever the specific subject may be-is essential to the saving of human lives. 

We believe further that strengthening our health communications resources 
must inevitably advance the crusade against heart disease, cancer, and stroke. 
As a member of the Commission stated early in its deliberations : 

“We have a majority interest in personal disaster in the United States-and 
converselv a maiorits onoortunity to help improve the health and prolong the 
life of the U.S. population.- - 

“That is because 71 percent of all U.S, deaths are caused by heart disease, 
cancer, or stroke. 

“Seventy-one percent is a majority interest in anything.” 
People want information about heart disease, cancer, and stroke. If reliable 

information is presented to them, they will act upon it. And their action will 
set in motion a chain of events that will sharply reduce the toll of these diseases. 

In this sense, communication is as fundamental to health as research itself. 
We of the Communications Subcommittee urge that the worlds of medical science 
and medical practice accept this added challenge. And we strongly recommend 
that the Federal Government fulfill its responsibility to promote the health of 
the Nation through strong and effective communications programs. 

REPOBTOFTHESUBCOMMITTEEONFACILITIES 

(Mr. Arthur Hanisch, Chairman ; Mrs. Florence Mahoney, and Dr. E. M. Papper; 
Staff, Dr. Bayard H. Morrison, and Dr. Abraham M. Lilienfeld) 

INTBODUCTION 

Research, patient care, education, and training of health personnel require 
appropriate, well-equipped facilities. The burgeoning population and simul- 
taneous obsolescence of existing facilities have severely strained State and com- 
munity abilities to provide new facilities and renovate old. Federal assistance 
through the Health Research Construction Act and the Hospital Survey and 
Construction Act, has been a vital force in alleviating a critical, nationwide need 
for care and research construction. The recently enacted and funded Health 
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Professions Educational Assistance Act holds out a similar promise for educa- 
tional and training facilities. 

Yet, the mounting of an expanded national effort to reduce the burden and 
incidence of heart disease, cancer, and stroke will clearly require the establish- 
ment of additional facilities for research, education, and the care of patients 
with these diseases. Other Subcommittees of the Commission have cited the 
need for and recommended the development of additional categorical facilities. 

However, since a large part of medical research, patient care, and health 
education in all health institutions is necessarily concerned with heart disease, 
cancer, and stroke, the Facilities Subcommittee considered it desirable to deter- 
mine the entire national need for uatient care. research. and educational facili- 
ties. As no estimate of national need was available, the Subcommittee undertook 
a survey of medical, dental, osteopathic, public health, and veterinary schools; 
of research centers ; and of community hospitals. The aim was to obtain informa- 
tion regarding their needs, plans, and problems in respect to construction of new 
facilities and reconstruction of old. 

Each institution was asked to estimate not only their needs but also how 
much could be met through present Federal programs, including Federal money 
awarded without requiring matching funds. 

Questionnaires were sent to 378 institutions : 99 medical schools (88 established, 
1 to ouen in the fall of 1964. and 10 in various stages of nlannina-medical schools 
were asked to provide information on their affiliaGd hospitals) 149 dental schools ; 
5 colleges of osteopathy ; 12 schools of public health ; 18 schools of veterinary 
medicine ; 24 research institutes ; 53 community hospitals (largely unaffiliated 
with medical schools. with a bed canacitv of less than 300. reuresentine an 
S.bpercent sample of’ the national complement of hospitals of this size) :-and 
118 largely unaffiliated community hospitals (with a bed capacity of 300 or 
more, representing a 28.8-percent sample of such hospitals). 

In addition to requests for information on needed facilities, the deans and 
administrators received the following questions : 

“What obstacles are presently impeding or may later serve to impede imple- 
mentation of your plans for construction and renovation?” 

“What is your view of categorical research centers, i.e., cancer, cardiovascular 
or stroke centers. embodving clinical and nonclinical discialines? If desirable, 
how should they be constructed and administered, e.g., within the university 
framework, university-affiliated, federally sponsored, independent, etc. ?” 

On the whole, there was better than a 75-percent response to the survey. 
Nearly 60 percent of the institutions provided detailed categorical estimates of 
their needs. The results of this survey are presented separately, as a source 
paper, although specific items are cited throughout this report of the Sub- 
committee. 

This report discusses facilities recommended 1,~ Sub(~ommittre, ou l&art 
Disease, Cancer, Stroke, and Rehabilitation ; research facilities in general ; 
educational facilities ; patient care facilities : medical library facilities ; and 
animal care facilities. 

This Nation has numerous other resources which could be developed, strength- 
ened, or modified in ways that would expand research, education, and health 
care. It would have been manifestly impossible for the Subcommittee to con- 
sider them all. Therefore, this report will deal with the following few : general 
research support grants ; the Veterans’ Administration ; Public Health Service 
Hospitals ; grants for developing new resources ; and statistical resources. 

FACILITIES RECOMMENDED BY OTHER .SIJBCOMMITTEES 

The Facilities Subcommittee has reviewed the facilities recommendations of 
the Commission’s Subcommittees on Heart Disease, Cancer, Stroke, Rehabilita- 
tion, and Research and concurs wholeheartedly. 

It appears, moreover, that there is widespread support for the concept of 
categorical research and care units as endorsed by these subcommittees. In 
the survey conducted by the Facilities Subcommittee, 63 percent of responding 
institutions. uarticularlv research institutions and health nrofessional schools, 
favored the establishment of categorical research centers. - Furthermore, most 
suggested that such centers should be developed within the llniyersity-l))~dical 
school framework or be university affiliated. 

Regarding construction and renovation of research centers, and facilities for 
patient care and professional education, almost 75 percent of the responding 
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institutions asserted that the primary obstacle to growth was a lack of sufficient 
funds. Among those who commented on the proper role of the Federal Gorern- 
ment in construction and renovation of health facilities, a great majority 
indicated that such assistance was not only necessary but should be expanded 
and made more flexible through the use of low ratio or nonmatching funds. 

RESEARCH FACILITIES 

Of the institutions surveyed, 218 submitted categorical estimates which, in 
total, presented a need for research and research training facilities that would 
cost $1.1 billion in 10 years for these institutions alone. It was felt that only 
46 percent of this need could be met with existing requirements for obtaining 
Federal support. Nearly QO percent could be met, it was estimated if Federal 
grants were available on a nonmatchine basis. 

Approximately 85 percent of the t&al need for research facilities was ex- 
pressed by 124 responding schools. The remaining 15 percent represents the 
stated needs of 77 hospitals and 17 research institutions. 

If the lo-year needs of these 77 hospitals are used as a basis for estimating 
the requirements of 1,034 hospitals with similar characteristics. a IO-year pro- 
gram of building and renovating research facilities would amount to about $1.5 
billion. By the same method of calculation, the total lO-year program for 
1,217 institutions-hospitals and health professional schools-would be 82.8 
billion. 

EDUCATIONSLFACILITIES 

The Facilities Subcommitee fully concurs with the Manpower Subcommittee’s 
recommendations conceruing educational facilities. The Facilities Subcommittee 
found in its survey a striking confirmation of the national need for strengthen- 
ine biomedical facilities. 

The 218 institutions submitting categorical information estimated a W-year 
educational facilities need of $868 million, more than 90 percent of which rep 
resents the requirements of 124 schools. These schools feel able to satisfy only 
53.6 percent of these needs with present sources of support. Present support 
is said to be sufficient to finance onlv 31 nercent of a much smaller need uresented 
by 7’7 hospitals and for only 20 percent of the estimated needs of 17-research 
institutions. If nonmatching Federal money were made available, the institu- 
tions indicated that all their W-year needs could be met. 

A projection of Xl-year needs-based on the information submitted by the 
relatively small number of responding institutions-was made for 1.034 hospitals 
and for 1.217 institutions of all types, using the method explained in the separate 
survey report. Based on the response of 77 hospitals. the estimated IO-year 
need for educational facilities for 1,034 hospitals would cost more than $950 
million. Based on estimates provided by 201 institutions (excluding research 
institutions), the lo-year need for educational facilities for 1,217 institutions, 
excIuding those predominantly in research, is approximately $2 billion. 

PATIENT C.4RE FACILITIES 

Hill-Burton program.-The program for the construction of hospital and medi- 
cal facilities under the Hospital Survey and Construction Act (the Hill-Burton 
Act), as amended, has been-one of the most remarkable achievements in the his- 
tory of health services. It has contributed to the health of this Nation in the 
unique American way, capitalizing on freedom and private initiative but summon- 
ing the resources of Government to catalyze, raise funds, and provide legal sup- 
port where private resources are inadequate, and to do this through the Federal- 
State partnership exempliiled by the grant-in-aid technique. Since inception of 
the program (August 13, 1946), more than 7,000 projects have been approved, 
investing $6.64 billion of which $2.11 billion were grants by the Federal Gorern- 
ment. These funds have provided more than 300,000 hospital beds and more than 
2,000 rehabilitation facilities, public health centers, diagnostic and treatment 
centers, and State health laboratories. The general hospital beds of the Nation 
are now sufficient to meet 83 percent of current needs, in contrast to 39 percent 
in 1948. Hovvever, State agencies report that 133,000 additional new beds must be 
urovided to meet the Nation’s nrosnective reauirements. 

The Hill-Burton program has a&o stimulated improvements in hospital design 
and construction ; it has raised State licensing standards for hospital maintenance 
and operation and for construction and equipment ; and it has assured efficient and 
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economical use of these resources through surveys which guided planning for 
hospitals and other health facilities. The program has also helped to attract 
physicians and other health personnel to the modern working facilities in rural 
areas formerly deprived of elementary health services. 

These gains are indeed impressive. But many unfinished tasks remain. The 
population continues to expand and to move to new neighborhoods. There are 
serious shortages of hospital beds in many new suburbs. Sparsely settled areas 
are still insufficiently supplied. Metropolitan areas with well-established old 
institutions are seriously lacking modern facilities. Older hospitals in the major 
cities are deteriorating at a disturbing rate, and plans to prevent this decline in 
quality are impo’ssible to execute with available funds. 

Also new methods of treatment and new demands for patient care require new 
facilities, especially those needed for an aging population and for treating cancer, 
heart disease, and stroke. A 1960 study conducted by the Public Health Service 
with the collaboration of the American Hosuital Association concluded that the 
need for modernization and replacement ofLobsolete hospitals would total $3.6 
billion. In addition to the need for modernization, it is estimated that the 
critical need for new beds to serve patients with chronic diseases is on the order 
of 500,090. Testimony before the Subcommittee on Facilities suggested also that 
such beds should be provided not only in chronic disease hospitals and nursing 
homes, but in medical centers where the best medical care would be applied both 
as a service and as an example to students, residents, and house officers. 

These needs have been recognized. The 1964 Amendments to the Hill-Burton 
Act embody forward-looking principles appropriate to their solution. 

Modernization op hospitals.-Despite the outstanding success of the Hill-Burton 
program, it is yet to cope with the &creasing rate of obsolescence and inefficiency 
of the bed capacity of the large metropolitan hospitals. This hospital situation 
is not only a local handicap to health services, but ultimately it will have a 
retrogressive effect on standards of medical care. The reason for special attention 
to these centers is that most of them are affiliated with universities where they 
carry on research and train and educate specialists in the various health sciences. 
The metropolitan hospitals, in fact, are the bedrocks of basic medical and clinical 
knowledge. 

In 1966, $3.6 billion was estimated by the Public Health Service as the amount 
required to modernize metropolitan hospital beds. Undoubtedly, the cost would 
be greater today. 

Until this year, the allotment formula and priority principles of the Hill-Burton 
program have favored rural areas on the basis of relatively greater need for 
additional beds. Because of the urgent needs of urban hospitals for moderniza- 
tion on contrast to the need for new beds, it is desirable that a fund for moderniza- 
tion be specifically established in the Hill-Burton program and that annual 
appropriation be sufficient to respond to the urgent need for modernization. 

The Subcommittee notes with satisfaction that the legislation of 1964 gives 
special consideration to obsolescence of health facilities in the more densely 
populated areas of the States. 

The Subcommittee views the $160 million appropriation authorized for a -l-year 
period as a sound but less than optimal level of support for the urban moderniza- 
tion program. 

Plan.nifin of hosnital faciZities.-The comulexities of hosuital facilities and 
health care are such that’ no single or simple solution to their- developent is war- 
ranted. Time-proven methods of providing hospital service to patients with 
chronic disease; of course, must be continued and expanded. However, it is also 
essential that health facilities in a given area be so planned and directed by local 
and State agencies, in collaboration with appropriate voluntary groups, that 
they may be effectively and economically coordinated. Because the planning of 
health facilities has been so successfully demonstrated, it is desirable to extend 
this program of planning to larger areas on a formal basis. The Public Health 
Service should be charged with the development of the coordination of health 
facility planning by local and State agencies. Therefore, the Subcommittee 
applands the adoption in the amended Hill-Burton Act of a multimiIlion dollar 
program whereby the Surgeon General of the Public Health Service is empowered 
to make grants to State agencies to meet up to 50 percent of the costs of projects 
relating to the development of areawide plans for coordination of health and 
related facilities and services. 

Long-&m-care fnciliti.es.-The shortage of facilities for the care of chronically 
ill patients is serious. This dislocation should he corrected if only to minimize 
the use of acute general hospital beds for chronic disease purposes. However, 
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the chronic disease patients in many instances should be in specialized institu- 
tions professionally associated with general medical centers. It is reported by 
the State agencies that more than 530.000 additional beds for long-term uatients 
are required. This figure represents a current shortage only. It does not take 
into account the fact that the population over age 65 is rapidly expanding: by 
1980, the aged population will probably exceed 24 million. 

It is necessary, therefore, not only to correct the present deficiencies but to 
anticiuate the needs of an aaine oonulation which will inevitabls be afflicted with 
cardiocirculatory and malignant-diseases to a significant degree. Testimony and 
written reports suggest to the Subcommittee on Facilities that the coordination 
of chronic disease hospitals and nursing homes in the present legislation should 
be combined into facilities for long-term care. The previous annual appropriation 
called for a ceilinz of $20 million for each of these two cateeories. The Hill- 
Burton program has already built more than 40,000 beds for long-term care. 
An annual appropriation of $40 million should produce 8,000 beds each year, an 
increase insufficient to keep up with the aging population. 

Therefore, the Subcommittee warmly endorses the 1964 provision whereby (1) 
chronic disease hospitals and nursing homes are combined into a single category 
of long-term care facilities and (2) the appropriation ceiling for long-term fa- 
cilities is increased from $40 million to $70 million annually. 

This $70 million appropriation will produce about 15,000 beds on an ‘annual 
basis. When one adds this 15,000 to the estimated 30,000 beds for long-term care 
which are constructed outside of the Hill-Burton program annually, a total of 
45,000 beds annually will be produced. This number will match the population 
increase plus the obsolescence rate and also reduce the deficit by more than 
26,000 beds annually. Even tho,ugh this rate of growth is not ideal, the approach 
is sensible and practical. 

Administration of State plans.-Success of the Hill-Burton program depends 
in large measure on planning and operations by each State. Accordingly, the 
Facilities Subcommittee warmly endorses the 1964 provision whereby each State 
is authorized to use 2 percent of their yearly allotment (up to $50,000 a year) 
to pay as much as 50 percent of the cost of administering the State plan, on the 
condition that the State funds in support of administration are expended in an 
amount at least equal to the amount so expended in the fiscal year 1964. 

Survey resuEts.-The need for facilities for patient care which was esti- 
mated by 218 institutions that submitted categorical data amounted to more 
than $1.6 billion in 10 years. Again, the greatest part of this $1.1 billion- 
represented the needs of health professional schools, primarily the schools of 
medicine. As a group, the schools estimated that only 46 percent of this 
amount could ‘be paid with the aid of existing programs ; e.g., the Hill-Burton 
program. The schools of osteopathy, whose needs are relatively modest, in- 
dicated that thev could meet less than 0.1 uercent of their needs for mtient 
care facilities with existing sources of support ; schools of dentistry, on the other 
hand, indicated an ability to satisfy 63 percent of their wants with the help 
of these programs. The combined group of hospitals felt capable of meeting 
onlv 44.7 nercent of their needs : the combined group of research institutions only 
53.5 percent. 

- - 

The consensus of responding institutions was that nearly 85 percent of the 
needs for care facilities could be met if Federal grants were available on a 
nonmatching basis. Each institutional group indicated that prospects for im- 
proving facilities would be substantially-improved if nonmatching grants were 
available. 

Based on the information submitted by 201 institutions of all types, the 
projected needs of 1,217 institutions for construction, renovation, and equipping 
of facilities for patient care would cost more than $7 billion in 10 years. Of 
this estimate, nearly $2 billion is for schools and more than $5 billion is for 
hospitals. 

MEDICAL LIBRARIES FACUJ’ITES 

A detailed analysis of the need for medical library facilities appears as a 
source paper for this Subcommittee. Rather than repeat substantial portions 
of this report, it is sufficient to note here only the main argument, the Sub- 
committee’s conclusions, and recommendations. 

The disrepair of the medical library system, so essential to the transmis- 
sion of medical knowledge across time and space, constitutes a major weakness in 
both Federal and private health and medical programs. 
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The medical Zibrar~ f?cnctinn.-The concept of ready access to a comprr- 
hensive store of recorded knowledge has for centuries tantalized the scholar 
and investigator. To achieve fingertip control of the literature. of all that is 
known about the causes, treatment, and prevention of heart disease, cancer, 
and stroke. and to make this knowledge available to researchers, educators, 
and practitioners. is an objective to which this Subcommitte wholeheartedly 
subscribes. Traditionallv. the medical lihrarv nlavs the central role in the 

_ I  ” I *~ 
interchange of published biomedical information. 

InzZJaZance of n,uppOrt.--while most medical institutions have made spectacular 
advances in recent decades. the medical library has failed to keep pace. The 
Department of Health, Education, and Welfare appropriations for 1964 totaled 
over $5.5 billion. Of this. $36.1 million ianuroximatelv 0.6.5 nercentl were de- 
voted’ to scientific and ‘technical informaiion activ<ties, but less than $1 
million accrued directly or indirectly to the support of non-Federal medical 
libraries. 

The adverse effects of neglected libraries have been protested hy librarians 
themselves for many years. Physicians and scientists today reinforce their 
argument. The National Advisory Health Council on April 3, 1964, passed 
a strong resolution urging prompt and effective remedial action. 

The medical Zibrarg community.-The number of specialized health-related 
libraries in the United States estimated at 6,503, is growing. Of these, 995 
are associated with educational institutions, 3,178 with hospitals, 1,180 with 
ageucies of State and Federal Government, 1,100 with industry, and 50 xvith 
State and local medical societies. The estimated total number of medical 
libraries which the Subcommittee identifies as the legitimate objects of its 
concern is 4,223. 

The commnnitv of medical libraries with its common dedication to the im- 
provement of health may be thought of in terms of a more or less integrated net- 
work. The medical libraries lend and borrow from each other to supplement 
their resources to a far greater extent than any other library group. 

In relation to this community, the National Library of Medicine (NLM) 
has developed unique functions.- It has provided lead&ship in dissemination 
of information, accepting responsibility for the provision of the indexing tools 
used by these libraries, and, by lending otherwise unobtainable books and 
journals, accepting responsibility to act as a central depository. The NLM 
may, therefore, be considered the heart of the national medical library network. 
Through its development of the world’s largest collectioa of the published medi- 
cal literature and through its sponsorship and operation of the medlars system, 
the largest computer-based information storage and retrieval system yet to be 
devised for a published literature. the NLM has demonstrated its leadership, 
capacity, and responsibility. In the Subcommittee’s judgment the proper base 
for the development and implementation of plans to strengthen the Nation’s 
medical libraries is the National Library of Medicine. 

Conclusions and rccommer&atio%s.-Conclusions and recommendations in the 
following pages have been reached after careful consideration of this complex 
issue and with a full understanding of the magnitude of effort culled for. 

The deficiencies in medical communications, particularly in the Nation’s 
medical libraries, affect the activities of 3 million medical and paramedical per- 
sonnel. The effect of the weaknesses of the medical library system on medical 
research. teaching. and nractice should be recognized as threatening. 

To a large extent, the medical library deficiency has been compounded by health 
activities funded by the Federal Government. Increases in users, service de- 
mands, or needs for materials and the volume of documents are a direct con- 
sequence of Federal stimulation. A third factor is that the Federal Government 
alone is capable of supplying the support in the volume and within the time 
limits indicated. 

BECOMMENDATIOi-iS FOR FFaDElL4.L ACTION 

Prowurns to be conducted W the NationaZ Mbrarw of YediciJlf.-The NLM re- 
quires both legislative authorities and funds for the purpose of strengthening and 
enlarging its intramural activities and for the purpose of conducting the type of 
support program described below. The Subcommittee rernmmendations. there- 
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forts. aim at strengthenin, o- of ?;LX in order to bolster the other components of 
thr, X:ktiou’s medical library network. 

Naticlrtnl Librw~ of Mediciw~--For a number of years the NLM, serving as a 
b:lc.ks:(1lt for all medical libraries, has faced operating problems developed by the 
S:IIW force affecting others in its community. These include the massive in- 
crfl:lses in volnme of medical and paramedical literature, the increasing de- 
1~1tl~r~c~ of the health professions on interdisciplinary literature not previously 
nssoc*inic4 with health research, and the urgent need to develop new and noncon- 
vent ional systems for the bibliographic management of these literatures. 

Tn ordrr to meet these challenges, the NLM must be strengthened. It is essen- 
fi:ll to provide adecluate resources not only to keep abreast with the volume of 
hrnlflr public~ntions, but also to acquire books and journals in closely related 
s(‘i(lntifii. fields. The computer-based mcdlars program is undermanned in rela- 
tion to both the volume of the literature and the newer of the machine system. 
At prcbvnt. the human component required for machine searching equates to only 
10 I:crcc>nt of the potential machine capability. The machine search potential of 
the- rr~dlnrs syste& should be shared at the earliest possible date with universi- 
ties having adequate computer and medical library facilities. The Subcommittee 
thns t~ntlorsts the NLM’s plan for decentralization of medlars output while recog- 
nizing the nerd for continued centralized control of input. Of paramount im- 
port:lnc*r is the conduct of an intramural research and development program for 
thr plIrl)ose of exploring and esl0oiting new technologies for more efficient man- 
agc~mc~nt, of the world’s biomediral literature. 

‘l’hcl Subcommittee t,herefore rerommends that $2 million per year for a .iyear 
ppriorl be made available to the National Library of ;\ledicine for research and 
clc~velopmeut of basic knowledge in the handling of biomedical information. 

3lulicaZ Zihmrg assistance progrunt.-The NLM should be made responsible 
for the development of a program designed to rehabilitate the medical library 
ncJt\vork. Such a program would have the dual objectives of strengthening 
the depressed elements of the existing network, and simultaneously of develop- 
ing new technologies and service patterns applicable to medical library prac- 
tic.r of the future. 

Included in such a program should be provision for matching grants to 
snlr;~)rt construction of new medical libraries and the renovation of existing 
facailities, training grants expressly designed to attract and develop professional 
medical librarians and other information xpecialists. in order to remedy critical 
esisiing manpower deficits, and grant,s to enable medical libraries to strengthen 
their collections until they approximate the minimal standards established by 
professional organizations. 

The library should also conduct a program for the support of library-related 
secaondary scientific publications such as translations, abstracts, bibliographies, 
and critical reviews. 

Concurrently with the abave programs, the library should sponsor research 
and development in medical library science and related mechanisms through 
grants and cont,racts. It should actively pursue the development. of new tech- 
niqurs, systems, and equipment for processing, storing, and distributing informa- 
tion in the medical and related sciences. The importance of developing a co- 
ortlinnted national system of cooperating medical libraries should be the concept 
untlrrl~ing support of these technical projects. 

It is recommended. therefore, that the NLX should support and assist the 
de~clol~ment. of improved medical librar? services in the United States through a 
program of grants and contracts in areas of medical library facilities. resources, 
personnel. and secondary publications. The library should also conduct forward- 
lookine research and develoament for the rmraose of increasing the effectiveness 
of me&Cal library service throughout the-Nation. It is recommended that $30 
million per year for 5 years should be appropriated to the National Library 
of i\ledicine for this support progr‘am. 

LcqlslatCvue a&kor&es.-At present, the NLM lacks clear and comprehensive 
authorities to undertake such a broad-scale program. Through delegation by 
the Surgeon General, the library has authority “for research fellowships, 
traineeships, and grants-in-aid related to library-based programs and health 
communications” and by ruling of the Comptroller General of the United States 
authority to make grants for such research-related functions has been confirmed. 

Nonetheless, these authorities are distinctly limited and do not constitute 
a clear expression of full authority for the library’s pursuits in behalf of our 
national needs. For lack of a clear-cut legal base, the NLM cannot develop pro- 
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grams in such areas as the rehabilitation or construction of library facilities 
and resources. 

New legislative authority is necessary if the NLM is to upgrade the national 
medical library network. Such a legislative move should have sufficient scope 
to encompass ‘the broad aspects of this proposed program, and should authori;e 
adequate funding over an extended period of time; i.e., a 5-year period. 

Therefore, it is recommended that the Denartment of Health. Educat,ion. and 
Welfare should initiate broadly conceived &legislation clearly ‘authorizing the 
National Library of Medicine to assist the medical libraries of the Nation as 
proposed in this report. 

ANIMAL RESOURCES FOR BIOMEDICAL RESFARCR 

It has been estimated that 50 million animals were used for biomedical research 
in 1963. The Pharmaceutical Manufacturers Association estimated that its 
member concerns used 9 million in 1961. The Cancer Chemotherapy National 
Service Center of the National Cancer Institute uses annroximatelv 3 million _* _ 
animals yearly, while 1 million are used yearly by NIH in its Bethesda facilities. 
Almost 50 percent of current NIH-supported research grants are dependent on 
animals. 

Many striking advances in ~disease control could not have been achieved with- 
out the use of laboratory animals. as research vistas widen. the clenendence on 
animal test systems becomes greater. The need is not only for increased numbers 
but also for improved quality, both in respect to freedom from disease and to 
specificity of genetic makeup. The sophisticated research of today demands 
.sensitive instruments which can reproducibly record subtle changes. 

If the research animal, which represents such a sensitive system, by virtue of 
disease or variable genetic constitution, reacts inconstantly or unpredictably to 
experimental situations, time, money, and the experiment are lost. Such oc- 
currences are, in fact, not uncommon. Inadequate animal housing facilities, 
often by promoting a high incidence of infection, have frequently accounted for 
such experimental failure. 

To provide a controlled environment for animals is not merely humane: it is 
essent.ial to a successful experiment. The need for increasing and improving 
animal resources has been voiced on a number of occasions by concerned parties 
including the Surgeon General of the Public Health Service, a congressional 
advisory committee. and ,the Institute for Laboratory Animal Research. 

Major problem areas and program recommendations are listed below : 
Institutional animal resources.-There are approximately 650 nonprofit and 

nongovernmental biomedical research institutions. Although the principles 
expressed in “Guide for Laboratory Animal Facilities and Care” are generally 
accepted, it is midely acknowledged by members of the scientific community that 
most institutions are unable to implement fully the guidelines expressed. A 
recently completed survey of 561 institutions conducted by the National Academy 
of Sciences Institute of Laboratory Animal Resources (ILaR) revealed that 
only 50 nercent of the surveved institutions could meet the standards for adeounte 
care. iOf the 561, 58 institutions, including medical, dental, and veterinary 
schools, hospitals. and private laboratories were visited. An additional 503 were 
sent yuestionnaires.) 

The following table of existing characteristics of animal care facilities may 
help in understanding the expressed needs of the institutions surveyed. 

Xeeds erpressecf r Percent 
Centralized animal care facilities-------------------------------------- 60.9 
Thermostatically controlled heating system-------- ______ -_-- __________ 66.0 
Sir conditioning of animal quarters :- 

Complete-------------------------.--------~----------------------- .51.3 
Partial----- __~~~~~~~~ -- ~_~~~~~~~~.~ - ~~~~~~~~ -- ~-___~~~~~~~~-___~~~ 14.4 

Recirculation of air~----~~~~~--~~-~---~~~~--~~---~~~--~------~~~~--~~ 42.8 
Postoperative recovery rooms for animals------------------------------ 41.0 
Cage-washing machines-_--------__----------------------------------- 32.0 
Autoclaves for bedding and equipment- ---_ -----_--- _____ -__---- _______ - 50.0 

Fifty percent of the institutions visited cited a need for new construction. 
In addition, there were many other expressed needs for renovation, additional 
space. and equipment. As a further example of the space needs, 411 of the 563 
institutions reported an immediate unfunded need for more than 1 million square 
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feet of sllace. This need (lid uot take into nccolmt l,res+llt!y f~~~c!rtl coilstrnclic:n 
or future lo-year nerds. 

Therefore, the Subcommittre recognizes that rhe most lurg:‘;lnt 11eet1 in rczl1ec.t 
to laboratory research animals is that of strengthening institutional laborntorv 
animal reso&ces. 

It recommends that 1 hc Public Health Service be giren increilscd appropri;t- 
tions to implement a national program of construction aiid imlwovrulrnt of in- 
tegrated institutional animal resources. 

Establishnwnf of regional researck ceMcrs.-Research llrogrrss. in the judg- 
ment of the Subcommittee, will be expedited by regional cc~lerk with ~llc~(?:ll 
animal facilities. 

LIBORATORT ASIMAL GENETIC CESTERS 

Although the demand for a variety of animals of specific genetic makeul~ 1~ i 
exceeded the supply and although a number of techniques for producine such 
animals are known, there are neither sufficient fnntls nor facilities 11) utiliztk 
these techniques in a program designed to meet existing nerds. 

To meet the needs of increasingly diverse and sophisticated research rhpr* _, ..---- 
reproducible accuracy is mandatory, there is a &ical demand not only for 
greater numbers of known strains but also for development and provision of new 
strains. For example. the extensive program of the Sational Cancer Institute 
meets only the needs of its contractors nut1 of some grantees. Supplies of animals 
suitable for research in immunology and tissue transplantation are inadequate : 
exchange of such animals is often on the basis of friendship rather than on need. 

In addition, species not ordinarily considered as laboratory animals may well 
prove ideal for certain research purposes. At present, facilities for evaluation. 
breeding. and supply of such animals do not exist. 

Furthermore, there are no means for preservin, - aud supplyiug animals which 
represent a unique genetic composition or exhibit the unique heritable defects 
which appear fortuitously in hreedin, v colonies and which lend themselves so 
peculiarly to research purposes. 

Therefore, suitable regional facilities are needed to provide the following 
services : 

Productions of highly inbred standard strains of rodents in numbers sufficient 
to rnpet the needs of the biomedical community. 
-- P&&ration of animal strains manifestigg unique genetic characteristics or 
heritable defects, such traits having occurred fortuitously in breeding colonies. 

Research, development. and production of new strains of animals with unique 
characteristics of value in specific research areas. 

Research and development, for research purposes, of animal types not generally 
considered as laboratory animals. 

A monitoring service whereby the genetic purity of commercial lines can be 
periodically evaluated and insured. 

Provision of either colony seed stock or larger numbers of animals to investi- 
gators or commercial breeders on the basis of competence and need. 

Establishment, maintenance. and propagation of a nuclear Solon:; of path 
strain. 

LABORATORY ANIMAL BIEDICISE 

Ax mentioned above, the laboratory animal is as critical to the success of an 
experiment as is any other sensitive instrument. To insure reproducible and 
accurate results, research animals must be not only of known and consistent 
genetic makeup, but also free from disease. Unfortunately, the characteristics 
of the normal animal are not an open book. Little is known of the normal 
hematology. binchemistry, anatomy. and ph;rsiology of the 1aboratorF animal. 
Furthermore. the nature, diagnosis, and control of animal diseases are not well 
understood. It is known, however. that animals obtained in the wild or from thr 
pound are tmically invested with parasites or evidence other siena of illness. 

The ILAR survey of animal facilities revealed that nrarlr .50 percent of the 
dogs used by the various institutions are obtained from ponuds. 

Primat.es other than rhesns monkeys are usually collected from nature. 
Nearly 40 percent of the cats used werk obtained from pounds or from nature. 
Further, few institutions placed great emphasis on disease control in their animal 
stock, bi provision of quarantine or isolation facilities. routine necropsies for 
colony deaths. studies of diseases of laboratnrg animals, or prnvisinn for or 
ut,ilization of facilities for such investigations or procedures. 
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For such purposes, regional centers, patterned after the successful primate cen- 
ters. should he established for the stutlv of animal medicine. Tbcse cen- 
&&-‘should be established within the uni;ersity framework, should maintain 
close ties with veterinary schools, and should undertake the following projects : 

Determine the normal state of laboratory animals, by defining normal hema- 
tologic and biochemical values as well as by filling in the gaps in existing know14 
edge of anatomical and physiologic characteristics. 

Undertake studies of animal diseases and environmental health problems as 
well as methods for diagnosis, control, and prevention. 

Provide diagnostic and consultative services to nonprofit health research 
centers and, when consistent with program interests, to commercial breeders. 

Hence, acknowledging the critical part that laboratory animals play in bioa 
medical research and realizing the problems that exist in providing these animals, 
the subcommittee submits the following recommendation : 

The Public Health Service should be given appropriations to construct and 
operate two or three regional laboratory animal genetic centers (other than 
primate) and two or three regional centers for research in laboratory animal 
medicine (other than primate). 

Research aroiect arants in laboratoru animal medic&e.--In addition to de- 
veloping several ,new-centers for researcli in laboratory animal medicine, existing 
capabilities should be utilized and strengthened. A project grant and contract 
program should be initiated to provide funds for the support of studies designed 
to determine the characteristics of the normal and diseased laboratory animal 
and by doing so improve the health of the major laboratory animals needed for 
biomedical research. Therefore, realizing the importance of advancing knowl- 
edge in laboratory animal medicine on a broad front. The subcommittee submits 
the following recommendation : 

The capabilities of existing animal research institutions should be fully 
utilized through a program of project grants and contracts. 

Animal farms.-The subcommittee favors the development of animal farms and 
their integration into B national network of animal resource facilities. The 
animal farm, which logically should be established in relation to health profes- 
sional schools, provides an ideal environment for the breeding and care of certain 
animals to be used in biomedical research. In addition, such farms, rather than 
more confined urban facilities, could provide logical centers for the temporary 
quarantine of newly procured animals and for the isolation, care, and study of 
sick animals. 

Under suitable circumstances, larger farms could be used profitably not only 
by affiliated schools but also by nearby research institutions and community 
hospitals. 

!ZYainina.-There is a critical need for aersonnel at all levels in the laboratorf 
animal &id. The ILAR survey revealed that only 30.8 percent of the anim& 
care activities of 143 medical, veterinary, and dental schools and private labora- 
tories are under professional supervision. 

It appears reasonable to assume that responsibility for these activities within 
hospitals lies even less frequently in the hands of those versed in laboratory 
animal medicine. There is also a need for additional animal technicians. In- 
creased availability of trainin g programs will be instrumental in enhancing 
career possibilities for all those involved in the specialized field of laboratory 
animal medicine and care. 

The Subcommittee realizes that the development of manpower is a critical 
feature of improved programs in laboratory animal medicine. Therefore, it 
offers the following recommendation : 

The Public Health Service should be given the specific legislative authority 
and appropriations necessary to support training programs for veterinarians, 
husbandrymen, and other animal disease specialists. 

Bppropri~tiolzs.-dppropriation levels recommended for these activities are 
$10 million for the first year increasing to $29 million by the fifth year, for the 
facilities and $0.5 million for the first-year of the training program, increasing 
anually until $1.5 million is reached in the fifth year. 

GENERAL RESEARCH ElUPPORT GBA9NTS 

hut,hority for the general research support program of instiutional grants was 
provided by the Congress in 1960 and funds for its implementation were first 
made available on January 1,1962. 
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The enabling legislation states that funds up to 15 percent of the yearly 
amounts provided the Public Health Service for research grants or research 
training grants may be set aside and awarded to institutions in general support 
of their research and research training programs. 

Prior to uassage of this legislation, the desirablility of finding ways to permit 
institutions to shape more actively the character of local research and training 
activities had been widely acknowledged. The recognition of this need has arisen 
as the Federal Government assumed an increasing role in research support, 
generally through specific project and training grants which tended to unbalance 
instiutional research programs. 

The formulas and criteria determining insetitutional eligibility for general 
research support grants mere carefully formulated and serve to select competent 
centers heavily engaged in research but demonstrating a potential for significant 
further growth. Priority has been given schools for the health professions. 

In awarding such grants, prior scientific and budgetary appraisals by study 
sections or advisory councils are not required. The grantee institutions deter- 
mine fully how the awards are used. Fundamental decisions in respect to eligi- 
bility, entitlement, and review of end-of-year progress reports are the responsi- 
bility of the Public Health Service and advisers. 

The program is constituted, therefore, in a manner that will permit grantee 
institutions to exercise greater control over the content and direction of their 
research e.fforts and thereby cultivate and strengthen an atmosphere of broad- 
based scientific excellence. 

The experience and reports of recipient institutions indicate that the program 
is accomplishing this goal in an exemplary manner. As intended, the funds 
have been used in a variety of wags to foster research objectives. For example. 
new faculty and scientists have been recruited and supported; new areas of 
research have been supported ; central research resources, e.g., animal facilities 
and statistical services, have been strengthened; trainee programs have been 
aided : and risk caaital has been urovided. 

During the life of~the institutional grants program, yearly appropriations have 
ranged from an initial $20 million t.o an anticipated $40 to $45 million for t.he 
current fiscal vear. At no tilme has program funding reached the authorized 
limit of 15 percent of total Public Health Service research grants. 

In 1964 the funding level was approximately 7.9 percent of the grants total. 
The authorized limit will not be reached in 19%. 

The Subcommittee. recognizing that a stable. well-balanced, and progressive 
research environment is generally one that is responsive to the needs of the 
institution, and recognizing that the institutional or general research support 
grant program serves as a powerful but incompletely utilized force in the devel- 
opment of such an atnxosphere, strongly believes that the total authorized re- 
sources of this program should be made available to eligible institutions. There- 
fore, it. submits-the following recommendations : 

Henceforth, the general research support grants program of the Public Health 
Service should be funded at the authorized yearly limit of 15 percent of the total 
research and training grant appropriation. 

Graduate schools engaged in biomedical research supported by Public Health 
Service grants should be entitled to receive grants under the general research 
support program. 

General research support grants should be awarded in two categories: Unre- 
stricted funds to be devoted to research as ,at present, and awarded on a formula 
basis; negotiated awards to facilitate the conduct of research, based on docu- 
mented applications, to defray the direct and indirect costs of the supporting 
organization and services which are not ordinarily chargeable as indirect costs. 

VA RESL4RCH AXD EDUCATIONAL ACTIVITIES 

With its 168 hospitals, 89 affiliated with medical schools, and 91 outpatient 
clinics and regional offices, the Veterans’ Administration (VA) has the largest 
system of health care facilities in the world. In the past year, 610,000 patients 
were admitted to VA hospitals; 3,695,OOO were followed as outpatients. Of the 
patients admitted, 107,600 had cardiovascular disease and 40,000 had cancer. 
newly diagnosed in about 30,000. A professional staff of more than 9,ooO physi- 
cians, psychologists, social workers, and Ph. D. scientists provide a high level of 
care and participate extensively in research, educational, and training activities. 
A complete and sophisticated record system is mlaintained and lends itself readily 
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to rapid analysis. Thus, through its comprehensive pool of reseources, the Vet- 
erans’ Administration offers a unique potential for care, research, and education 
programs in heart disease, cancer, and stroke. 

The VA is carrying on a vigorous and comprehensive program in fundamental 
and clinical research. Utilizing an appropriation of $32.4 million in fiscal year 
1964, approximately 25 percent of the VA’s professional staff participated in 
more than 6,500 research projects and 40 cooperative studies and published nearly 
2,500 scientific papers. Of the research projects, over 1,200 concerned cardio- 
vascular problems, 450 were in neurological disease, and over 400 dealt with 
cancer and allied diseases. 

Clearly these research efforts, enriched by a close contact with major universi- 
ties and other E’ederal agencies, benefit not only the veteran population but also 
the general population. 

The Subcommittee takes cognizance of and commends the Veterans’ Adminis- 
tration for the impressive strides they have made in utilizing a vast research 
potential. Realizing, however, that this potential has not been fully developed, 
the Subcommittee offers the following reco~mmendation : 

The Veterans’ Administration should be given increased appropriations to 
carry out research in aging and chronic disease, including heart disease, cancer, 
and stroke. 

Research grant program.-Much of the VA research effort is carried on in 
close collaboration with 78 affiliated medical schools. Therefore, to utilize and 
coordinate VA and university resources in a way that will serve to transmit the 
benefits of research to the greatest number, the Subcommittee makes the follow- 
ing recommendation : 

The Veterans’ Administration should be given specific authority and funds to 
make research project grants to the affiliated medical schools for collaborative 
research projects in chronic diseases, including heart disease, cancer, and stroke. 

Education, and training program.-In the area of education and training, the 
VA uses its extensive physical and human resources, including 89 hospitals with 
medical school affiliations, in all phases of medical education. During fiscal year 
1963, nearly 38,600 students and employees participated in a variety of educa- 
tional activities sponsored by the Veterans’ Administration. 

Under the auspices of affiliated medical schools or universities, 17,790 under- 
graduate and graduate students in medicine or allied fields received some part of 
their education and training in VA facilities during fiscal year 1963. Among this 
number were included 10 percent of the Nation’s medical residents, 21 percent of 
the dental residents, 19 percent of the Nation’s dental interns, 27 percent of 
medical undergraduates, and 10 percent of the Nation’s student nurses. 

A recent survey conducted by the Association of American Medical Colleges 
revealed that if VA hospitals were not available, affiliated medical schools would 
be required to expend approximately $8 million for staff and $99 million for 
facilities. 

It appears clear, therefore, that the VA represents a significant force in the 
education and training of manpower in the medical and paramedical fields. The 
Subcommittee commends the VA for the industry and initiative shown in assum- 
ing a leadership role in these activities which are so vitally related to the 
provision of superior medical care for the veteran and general populations of 
the Nation. 

Here, too, however, a vast resource is being incompletely utilized. 
Therefore, the Subcommittee recommends that the Veterans’ Bdministration 

be given the support and increased appropriations necessary to develop its 
scientific manpower training program to its full potential. 

PURLIC HEALTH SERVICE HOSPIT-41,s 

The Hosnital Division of the Public Health Service Bureau of Mediral Services 
operates 12 general hospitals, 2 neuropsychiatric hospitals, a leprosarium, and 
numerous outpatient clinics for the purpose of meeting the health needs of 
approximately 400,000 legal beneficiaries, not including the American Indians 
and Alaskan natives. To illustrate the Hospital Di&on’s involvement with 
the diseases of concern to the Commission, it should be noted that during fiscal 
year 1963, its units treated approximately 5,000 patients with a primary diagnosis 
of heart disease and 1,700 with cancer. In addition to providing medical care, 
the majority of PHS hospitals are engaged to some extent in research and train- 
ing. In general, these activities are carried out in close collaboration with nearby 
medical schools. 
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PHS hospitals are currently training 100 interns and 135 residents in 11 
specialties. Training in cardiovascular research is offered at two hospitals; 
clinical cancer research fellowships exist at two hospitals; and a cooperative 
program with the National Institute of Neurological Diseases and Blindness 
supports the training of medical neurologists. In addition, there are training 
programs for dentists, pharmacists, nurses, and physical and occupational 
therapists. 

The clinical facilities of affiliated medical schools are frequently used in 
PHS training programs; furthermore, PHS hospitals are used in the education 
of medical students. 

In fiscal year 1964, 118 professional staff engaged in cardiovascular and can- 
cer research aroiects funded at a level of aunroximately $1.1 million, an amount 
which reflects a progressively increasin, e inierest and- commitment. to the con- 
quest of heart disease, cancer, and stroke. A variety of funding mechanisms, 
including direct appropriations, grants, and transfers of funds, are required to 
support these projects. It is apparent, however, that persent research efforts 
employ but a small part of the Division’s exceptional human and physical re- 
soLlrces. 

An increase of these programs would clearly benefit not only the merchant 
seamen, Coast Guard, and other legal beneficiaries of PHS hospitals, but also 
the American people. 

An important obstacle to realizing these goals is the critical need for research 
space in PHS hospitals, either through renovation of present quarters or con- 
struction. Steps to fulfill space requirements must necessarily precede signifi- 
cant continuing expansion of research efforts. 

In summary, the Subcommittee acknowledges and commends the PHS Hospital 
Division for its role in meeting the health needs of an important segment of the 
population; in training health professional an paramedical personnel; and in 
carrying out research in the areas of concern to the Commission. The Sub 
committee also believes that the Division must use its resources more thoroughly 
if it is to realize its potential f,or research and training. It offers this recom- 
mendation : 

The Public Health Service should receive an appropriation of funds needed 
to nermit renovation and development of additional research space within its 
existing hospitals and to support increased research and training activities 
in chronic diseases, including heart disease, cancer, and stroke. 

DEVELOPMENTAL GRANT8 

Several Subcommittees of the Commission have made specific recommenda- 
tions for eoustruction of centers in which talented scientists representing many 
disciplines will utilize modern techniques and equipment to mount attacks 
on heart disease, cancer, and stroke. It appears likely that initially such 
units will be established within institutions that have strong and comprehensive 
research and clinical oapabilities in terms of interest and ideas as well as 
human and physical resources. 

Employment of existing centers of excellence for this purpose must, of 
neCessil.v. be onlv one asnect of a broad-based assault on these diseases. The 
other must, of “course, be the development of new centers of scientific and 
clinical excellence, either by building them from the ground up or by increasing 
the competence of existing institutions. 

The importance and necessity for such developmental programs have been 
stressed by responsible members of the biomedical community. This Sub- 
committee, through its survey of yearly 400 health institutions across the 
country, has been impressed by the widespread interest of schools and bospitals 
in creating research environments or expanding their existing research efforts. 

The need for additional space and equipment was expressed by almost all 
institutions: the inability to meet fully these needs through existing programs 
was voieed by most. Institutions with little or no investment ia research 
activities for the most part saw little hope of siginticant program changes in 
view of the overriding demands of their service and educational activities. 

Many institutions significantly engaged in medical research and positively 
interested in exnansion of these activities into heart disease. cancer. and 
stroke found their efforts hampered by similar handicaps. In addition; they 
cited the tasks of ,capitalizing the research space and equipment needed and 
manning ‘and operasting the facilities, if provided. 
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It appe~s clear to the Subcommittee that many of this Nation’s developing 
and underfinanced professional schools, community hospitals, and research 
institutions represent fertile ground from which the research programs neces- 
sary for a concerted attack on heart disease, cancer, and stroke could spring. 

Yet, today Federal agencies generally recognize only a limited mandate for 
such resource development. The Sational Science Foundation has mounted 
a limited national program of developmental grants for science programs in 
liberal arts colleges and universities. The Xational Heart Institute has been 
favorably impressed by the results of its experimental developmental grant 
program wherein a limited number of community hospitals have been supported 
in their efforts to create and strengthen cardiovascular research programs. 

The Subcommittee believes that this concept should be broadened to include 
support for research activities in heart disease, cancer, and stroke. A develop- 
mental grants program for medical schools should be nurtured and administered 
by the Public Health Service. The following alms and criteria should char- 
acterize this program : 

Creation of an atmosphere conducive to the formulation of programs wherein 
skilled scientists, through a multidisciplinary approach, could bring to bear on 
the three diseases their most advanced equipment and techniques. 

Initial awards should be made to institutions with demonstrated research 
interest, capability, and leadership. Subsequent awards should be made to insti- 
tutions with comparable levels of interest and potential, but less evidence of 
achievement and capability. 

EEorts should be made to disburse these funds in a manner that will create 
focuses for the development of medical complexes, with prime emphasis being 
directed to those regions evidencing greatest need. 

The funds awarded should not be designated for support of usual patient care 
activities, nor should they include the costs of specific research projects, nor 
should they support general research training programs. Funds for the support 
of these activities should be obtained from other sources. 

Funds should be granted by the Federal Government on a nonmatching basis. 
Recipient institutions should plan and indicate in their applications how the 
funds would be expended in relation to program objectives. Grant applications 
should be reviewed by a peer group of medical educators and other distinguished 
citizens. 

Moreover, the Subcommittee feels strongly that the Public Health Service 
should collaborate closely with the National Science Foundation (NSF) in con- 
ducting its developmental grants program. Care should be taken that the activ- 
ities of the KSF in stimulating all of the sciences should integrate with, rather 
than overlap or conflict with the activities of PHS, whose responsibilities lie 
directly in health and health-related sciences. It is through such coordination 
of efforts that the Federal Government can best stimulate the development of 
research to meet the health needs of the Nation. 

Therefore, realizing the importance of conducting research programs in heart 
disease. cancer, and stroke from a broad base and realizing that a great unde- 
veloped potential for such work lies within existing health institutions, the Sub- 
committee submits the following recommendation : 

The Public Health Service should be given appropriations of $40 million over 
the next 5 years to initiate a program of nonmatching developmental grants in 
accordance with the aims and criteria specified above. During the first year, $3 
million should be appropriated. 

STATIS'1' ICALRESOURCES 

The Commission, in reviewing existing statistical data on heart disease, cancer, 
and stroke, recognized certain areas of health statistics that are in need of de- 
velopment. In our expanded national effort to reduce the toll of heart disease, 
cancer, and stroke, strong statistical programs are necessary to describe the 
nature of the problems to be dealt with and to provide indications of progress 
toward the goals. Therefore, the Commission offers a series of recommendations 
on mortality statistics, morbidity data, training of statisticians and physicians, 
and community service statistics. 

Morfalit~ statistics.-Registration of deaths, as a guide to administration and 
epidemiology, calls for professional quality of performance and standard methods, 
applied throughout the system with regard for several contributing factors in 
death. 

43-669-65718 
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THE VITAL STATISTICS SYSTEM 

The administration of public health measures for the control of widespread 
diseases, such as heart disease, cancer, and stroke, is directed by local officials. 
In order to plan for applying control measures, detailed information is needed 
for each local jurisdiction about the specific groups exposed to the greatest risk 
or most susceptible to the disease to be controlled. Furthermore the information 
must be available year in and year out in order to measure the effectiveness of 
the programs. 

The only comprehensive source for such statistical information is the data 
obtained from the registration of deaths. It covers the entire population : State 
by State, county by county, and city by city. All States and local areas have 
mortality data available to them but only a few are able to employ this resource 
effectively. The frequent failure to employ such data is, in part, attributable to 
lack of money and lack of competent personnel. 

For the first half of this century, mortality studies were in the mainstream 
of research and health practice. Mortality statistics furnished an essential tool 
for enidemioloaical studies of our nrincinal disease nroblems : such as. smalluox. 
tube&losis, d;phtheria, malaria, typhoid fever, scarlet fever, whooping cough; 
diarrhea and enteritis in children, and maternal complications due to child- 
birth. 

The problems presented by the effective use of mortality data for heart disease, 
cancer, and stroke are much more subtle and difficult than those encountered 
in infectious diseases. As a result, higher skills in the use of statistics as well 
as greater resources are needed. Against these needs. we face the fact that the 
States and local areas have necessarily had to apply the resources for vital sta- 
tistics largely to furnishing the public with legal records on demand. In con- 
sequence, State and local governments have tended to neglect the development 
and exnloita tioa of statistics for the studv and control of disease. 

TheAStates have sole authority for collecting records of births and deaths in 
the United States. The Federal Government develops national vital statistics 
from copies of the records supplied by the States. The only compensation to 
the States is for actual coxpying costs and this may not exceed 4 cents per record. 
Thus. the maior share of the cost of the Federal-State svstem has been a State 
burden-; yet, ‘the major scientific applications of the system have been made by 
the Federal Government. The Federal Government is also almost entirely de- 
pendent upon the State efforts for maintaining the quality of information on the 
records. Aside from technical assistance provided to the States by the Federal 
Government. there is no nresent means bv which the latter can give suuwrt 
adequate to the national requirements for data. 

-^ 

These facts point to the need for and propriety of Federal aid to the States 
in strengthening the system. 

Financial aid to the States for vital and health statistics should be provided 
through a categotrical grant program administered by the Public Health-Service: 
the agency charged with the responsibility for collecting, analyzing, and publish- 
ing these national data. Such aid should finance the salary of competent’statis- 
ticians and necessary supporting services. The aid should be dedicated to the 
following objectives : 

Improving the quality and timeliness of data collected through death 
registration ; 

Carrying out regular epidemiological studies using the death record as a 
starting point ; and 

Intensive tabulation and analysis of the mortality data with special 
reference to describing the problems in detail and measuring progress and 
change. 

The subcommittee recommends that a sum of $750,000 should be appropriated 
to the National Center for Health Statistics to initiate this grant program. This 
amount should be increased to $1,500,000 during the second year and increased 
araduallv thereafter until it reaches $3.500.000 during the fifth year, representing 
Foughly about 50 cents per vital record filed: 

MULTIPLE-CAUSE CODISG 

The traditional practice in the compilation of official mortality statistics has 
been to attribute to each death a single disease entity as the underlying cause of 
death. This practice served the purposes of public health well, while infectious 
diseases constituted the major public health concern. With the decline in in- 
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fectious disease mortality, and with the growing importance of the chronic 
diseases, official mortality statistics have become less satisfactory for the study 
of chronic conditions ; such as, the cardiovascular diseases where more than one 
disease is usually present at the death. For example, a cardiac patient frequently 
dies of stroke but it is not possible to characterize this event suitably by the 
present method of compiling mortality statistics. The selection of a single disease 
for tabulation, in such events, inevitably results in the loss orf information. 

For the chronic diseases, the single or the underlying cause concept is out- 
moded. Cardiovascular disease often occurs not as a single process but as a 
,disease complex. The underlying cause concept requires that the disease which 
started the sequency of events that led to death be identified. For the clinician, 
this task is frequently impossible. In the nature of events, mortality statistics 
on chronic disease give an incomplete and often inaccurate view. 

It is recommended that data of this kind be prepared by coding all diagnoses 
reported on death certificates and tabulating statistics on disease complexes 
as well as the reported associations between various diseases. This procedure 
will require additional coding, punching, and tabulation after the development 
of coding principles and necessary guidelines. It is estimated this can be done 
by the National Center for Health Statistics for about $125,000 per annum. 

Statistics of morbidity and disability.-Much progress has been made in meas- 
uring morbidity and disability as a result of the passage of the National Health 
Survey Act in 1956 The surveys authorized by this law are carried out by the 
Sational Center for Health Statistics with the help of the Bureau of the Census. 

Measures of disability and other types of impact on the family from recognized 
illness are available from the health interview survey. The survey has recently 
completed a study which included a carefully standardized cardiovascular 
examination of a representative sample of adults, aged 18 to 79 years. This 
study adds previously unavailable data on untreated morbidity. 

Nevertheless, knowledge of the complete spectrum of morbidity remains far 
from incomplete. Most needed at the present time is detailed diagnostic informa- 
tion regarding treated cases of a kind that can be obtained from records of 
physicians, hospitals, and other medical and nursing institutions. The mecha- 
nisms, to be discussed below, for producing statistics on hospital, medical, and 
nursing care will also provide the diagnostic detail in statistics of morbidity. 

-1 special word needs to be said about cancer statistics. The most comprehen- 
sive and useful surveys of cancer in the United States have been those made by 
the National Cancer Institute in 193739 and 194748. These surveys, covering 
10 large cities in the country, were conducted by canvassing completely all po- 
tential sources of information about treated cancer in the cities surveyed. Non- 
resident cases were eliminated and census population statistics were used to 
provide the population-at-risk. Consideration should be given to repeating this 
survey on a wider scale at the time of the 1970 census. 

Much has been said about the lag in time between the discovery of new medical 
scientific facts and the application of this knowledge. There is undoubtedly a 
considerable gap between, on the one hand, existing knowledge of the means of 
preventing or alleviating chronic diseases ; i.e., the advanced methods of preven- 
tion, treatment, and rehabilitation and, on the other hand, the application of 
these methods in everyday medical care. We know good measure of the mag- 
nitude of this gap, however, because there is little or no systematic statistical 
information about methods of treatment in day-to-day use in the practice of 
medicine. 

Evaluation of progress or lack of progress, in closing the gap requires com- 
prehensive statistics on patient care and treat.ment. Such statistics must be 
romp&d from surveys of records at all levels of care, in the offices of physicians, 
in hospitals, and in long-term care institutions of all types. 

Unlike other medically advanced nations of the world, the United States 
has never had detailed national stat.istics on hospital inpatients. However, a 
promising start has been made in the National Center for Health Statistics. 
Working with the American Hospital Association and the Blue Cross Associa- 
tion, the Center is developing a continuing sample survey of hospital discharge 
records which will not only produce an accurate cross section of the cases 
treated in short-term hospitals but will do so with a minimum of burden on 
the hospitals. 

The initiation of this survey will be a contribution of great importance to 
our knowledge of methods of treatment, and, as has been pointed out earlier, 
such data will also help to fill in a missing piece in the coverage of the entire 
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spectrum of morbidity. The Public Health Service has requested ~X~,UUII in 
additional funds for the first full year of operation of this survey. From the 
standpoint of the interests of the Commission, this request deserves full support. 

While this project represents an excellent start in collecting needed statistics 
on natient care and treatment. it does not. of course. cover the full range of 
care. Records of inpatient care in most hospitals are’reasonably complete and 
uniform. Records of outpatient care in clinics and doctors’ offices, and records 
of care in long-term institutions, such as nursing homes, are a different matter. 
Much methodological work needs to be done in order to make reliable studies 
of care in such places. 

In resident-type institutions, for example, records must be designed that can 
be filled out in a uniform fashion by all such establishments. Many of the 
most seriously ill people are found in these reservoirs of chronic disease, but 
the problems in studying them are formidable. However, here, too, a start has 
been made in the National Center for Health Statistics, with a series of surreys 
of patients in places providing nursing and personal care. Such surreys should 
be contined and extended. 

We still need to know a great deal more about the everyday care being given 
patients with heart disease, cancer, or stroke. What prescriptions are given? 
What regimens prescribed? What operations called for? \Yhen are specialists 
called upon? What rehabilitation efforts are made? The great majority of 
these decisions are made in the offices of the attending physicians. But as yet 
there have been few surveys in the United States to provide such descriptive 
information. 

It is time to begin to interest the medical profession in participating in such 
studies. It is possible, by the use of sampling, to design studies in such a way 
that the burden on any one physician is minimal. The chief obstacle, perhaps 
is to overcome the natural reluctance of the physician to report intimate details 
of his practice. The organization carrying on the work must have a foolproof 
mechanism to insure confidentiality and a reputation for complete impartiality. 
The Commission strongly urges that the Public Health Service stimulate studies 
of general and specialty practices on a sampling basis to determine methods of 
treatment in everyday use. 

Professional training and physician education.-There is an urgent need to 
improve the professional qualifications of statisticians and the statistical sophisti- 
cation of physicians. 

TRAINING IN HEALTH DEMOQBAPHP 

As pointed out in the previous section, it is necessary to increase the resources 
available to vital statistics activities of the States in order to assure produc- 
tion of reliable and useful mortality statistics. The Commission’s recommenda- 
tion that a grant program be instituted for assistance to States in this area 
would provide minimum funds for payment of salaries, computer services, etc., 
but it would not solve the other problem that has been mentioned: the severe 
shortage of trained statisticians. 

The changing character of public health practice coupled with the demo- 
graphic, social,-and economic changes in the United States has placed strong 
d~manda on health denartments for skilled statistical services. Health depart- - 
ments are becoming involved in various kinds of research, most of which require 
a combination of high order stat,istical sophistication and a practical, operating 
statistical organization. There is need to develop practical skills for various 
levels of statistical work in data collection, data processing, data analysis. and 
data presentation. Among other things, this includes registration methods, 
coding practices, tabulating techniques, questionnaire construction. forms de- 
sign, records management, computer programing, and statistical administration. 

To insure a satisfactory supply of trained personnel for these programs, the 
Subcommittee offers the following recommendation : 

A grant program should be established to be administered by the National 
Center for Health Statistics for training in health demography. Such a program 
would provide both academic training at the graduate level at universities and 
applied training at the National Center for Health Statistics. It is anticipated 
that approximately 50 individuals would 
ing and about 20 in the latter each year. 

participate in the former type of train- 
Annual cost is estimated at approsi- 

mately $500,000. 
lfEDIC4.L CERTTFICATIOB 

As has been implied, the death certificate has long been the chief source of in- 
formation for guiding plans for the study and control of cardiovascular diseases 
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and cancer. Mortality st.iltistics depend on the accurac.v and completeness of the 
mediral certification entered on the death record. 

A pilot study of the cliniwi evidence available in completing medical vertifl- 
cationa demonstrated serious problems in reporting the conditions causing death. 
These problems reflcr+ variations in understanding of the requirements for certi- 
fication, in diagnostic information available regarding the decedent, and in State 
Inn-s concerning the cerl-ifi?ation of deaths falling under the jurisdiction of the 
rnedicolegal system. 

A program shoultl be initiated to improve the quality and accuracy of cause-of- 
death statistics and to maintain a continuous measure of its quality. Its first 
goal should be to educate medical students, interns, and practicing physicians in 
a uniform understanding of what information should be reported on the death 
certilic:!tc. Second. a regular mechanism to measure the comdeteness and aualitv 
of the reported informaiion. lmrticularly for the cardiovas&lar diseases, &o&l 
be established. Third. since a large number of sudden deaths from the cardio- 
\-ascn;nr diseases fall under 11~~ jurisdiction of coroners and medical examiners, 
effort; to improve the quality t)f reporting must extend to these officials, by 
strengthening and supporting the medicolegal responsibilities in each State. 

The Subcommittee attempted to obtain a national picture of the present status 
of community health programs concerned with heart disease, cancer. and stroke 
at a State and local level. Meaningful information and data describing services 
currently being provided at the State and local level to patients afflicted with 
these diseases w’as absent. The various programs u-ithin the Division of Chronic 
Diseases of the Public Health Service have also indicated that ‘the absence of 
such data reuresenta R serious deficiencv in their itroeram Dlannine. 

In order t6 carry out effective program plannini, a-national inventory of com- 
munity health program activities is necessary. There is a need for benchmarks 
to describe the current level of program activity and from which progress in the 
future can ‘be measured. To tlrvrlop such a national inventory, the Subcommittee 
offers the following recommendation : 

S Center of Program Statistics should be established in the Division of Chronic 
Diseases of the Public Health Service. This Center would coordinate the plans 
developed by each operating program to assemble pertinent program statistics to 
meet their needs. Each program should establish a statistical capability to 
formulate data collection methods and procedures. review the data assembled, 
analyze the information for completeness and acrnracy, and identify program 
implications. 

Periodic and recurring surveys should be initiated, using sampling methods 
wherever applicable, to provide data relative to each program. Whenever possi- 

.ble, data should be collected to permit a qualitative classification of each activity 
on the basis of its relative &‘wtiwnws in reducing morbidity, mortality. or 
disability. 

It is estimated that during the initial gear of the proposed program that an 
additional personnel ceiling of 32 persons will be required bg the Division. 
An annual budget of $500.000 is ncdmmended to cover salaries; administrative 
support. service contracts. and methodological research. 

REPORT OF THE SUBCOMMITTEE ON RESEARCH 

(Dr. Philip Handler: Chairman, Dr. Frank Horsfall,’ Mr. James 0atcs.l Gen. 
David Sarnoff,l Dr. Edward Tatum, Dr. Efraim Racker.) Consultants to the 
Subcommittee on Research : Dr. Edward Dempsey,’ Dr. Renato Dulbecco, Dr. 
Philip I’. Cohen. Dr. Irvine Page, Dr. Charles Dunlap, Dr. Harry Eagle, Dr. 
Irving London, Dr. J. F. ,4. McManns. Dr. Alesander Hollaender, Dr. Herman 
Rahn. Dr. Eugene Stead. Dr. I,rwis Thomas. Dr. Maurice Visscher. Staff: Dr. 
.John 1). Thrner 

INTRODUCTION 

Research related to heart disease. cancer, and stroke was, at all times, in the 
forefront odf the minds of the members of this Commission. Each of the several 
Sillrccllnll,itt~es .of the Commission devoted much of its attention to current means 
for the acquisition of Ilew knowledge concerning these disorders, their alleviation 
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and prevention, and proposed plans for enhancing and extending the national effort 
in this regard. Nniquelg among the Subcommittee of t#he Commission however, 
the Subcommittee on Research, which was composed of several members of the 
Commission aurmented bv Dr. Efraim Racker. of the Public Health Research In- 
stitute of the citv of Xe& York, and Dr. Edmard I,. Tatum. of the Rockefeller 
Institute, devoted itself to means of acquiring greater insight into fundamental 
aspects of the normal biology of man himself as well as those physiological 
nhenomena which lead to the develonment of heart disease. cancer. and stroke. 

The Subcommittee engaged in two major activities : 
1. The Subcommittee met with a group of invited consultants for several daFs 

in Washington to discuss specific means whereby our national capability for the 
conduct of biomedical research might he enhanced and extended. 

The consultants present on that occasion were : 
Dr. Philip P. Cohen, University of Wisconsin. 
Dr. Renato Dulbecco, Salk Institute for Biological Studies. 
Dr. Charles E. Dunlap, Tulane University. 
Dr. Harry Eagle, Albert Einstein College of Medicine. 
Dr. Alexander Hollaender, Oak Ridge National Laboratory. 
Dr. Norvin Kiefer, Equitable Life Assurance Society. 
Dr. Irvin London, Albert, Einstein College of Sledicine. 
Dr. J. F. A. X&lanus, University of Indiana. 
Dr. Irvine Page, Cleveland Clinic Foundation. 
Dr. Herman Rahn, University of Buffalo. 
Dr. Eugene Stead, Duke Universiw. 
The major recommendations and philosophy espoused in the report whic.11 

follows reflect the discussions of this group. The Commission is much indebted 
to these consultants for their imagination and wisdom. 

2. The Subcommittee solcited, from the individual viewpoints of each of fl 
series of knowledgeable experts, substantive summaries of the present state of 
diverse facets of the biological espects of heart disease. cancer, and stroke. 
Most generously, our respondents contributed summaries which were inva!u:lblP 
to t,he Subcommittee. Unfortunately, considerations of space alone prec~lurle 
publication of these summaries in their entirety. Accordingly, it appeared desir- 
able to present with the report of the Subcommittee a single capsular summarS 
of current knowledge and research into the biology of heart disease, cancer. and 
stroke, as gleaned from the essays so generously contributed. For the effort 
involved in preparation of these summaries, the Subcommittee is particularly 
indebted to Xrs. Norma Golumbic. of the National Cancer Institute, and Dr. 
John D. Turner, of the National Heart Institute, and of the staff of this Com- 
mission. Although the Subcommitt.ee is pleased indeed to present these sum- 
maries. for which it must accceut resaonsibilitv iointlv with the immediate 

I- L  “” . 
authors thereof, it is pleased also to acknowledge its indebtedness and express 
its gratitude to the scientists who so carefully presented thoughtful essays 
which reflect both their knowledge and their scientific philosophy while express- 
inr: its deepeslt regrets that this volume cannot include these essays in their 
entirety. Here, we can only list these worthy contributors to this common 
effort. 

Dr. Edward H. Ahrens, the Rockefeller Institute, “Hardening of the Arteries : 
Can It Be Prevented by Appropriate Choice of Diet?” 

Dr. Albert J. Dalton, National Cancer Institute, “The Role of Electron Micros- 
copy in Cancer Research.” 

Dr. Harry Eade, Blbert Einstein College of 3ledicine, “Significant Features of 
the Growth-of ~l>mmalian Cells in Tissue Culture.” 

Dr. W. TJ. Gardner, Yale University, “Endocrine Factors in the Etiology and 
Pathogenesis of Cancer.” 

Dr. Alfred Gelhorn, Columbia I’niversity, “Endocrine Factors and Neoplastic 
Growth.” 

Dr. Leonard D. Hamilton, Sloan-Kettering Institute for Cancer Research. 
“Ionizing Radiation in the Genesis of Cancerous Change in Cells.” 

Dr. W. Stanley Hartroft. University of Toronto, “Etiology and Pathogenesis or 
Arteriosclerosis.” 

Dr. Charles Heidelberger. University of Wisconsin, “Chemical Inhibition of 
the Growth of Normal and Malignant C&lls.” 

Dr. Sihley W. Hoobler, University of Michigan, “Hypertension.” 
Dr. Kurt J. Isselbaeher, Harvard University, “Lipoproteins of Serum and 

Tissues.” 



COMBATING HEART AND OTHER MAJOR DISEASES 275 
Eort 
‘TfT. 

the 
I In- 
dlei- 
ntal 
:ical 
eke. 

lays 
the 

ic.11 
ted 

fa 
of 

ke. 
l)lP 
IdP 
tir- 
r.v 
nd 
)I? 

Dr. John A. Jacquez, University of Michigan, “Permeability and Transport : 
With Particular Reference to Cancer.” 

Dr. Hilary Koprowski, the Wistar Institute, “Progress and Prospects of Viral 
Tumorigene&s.” - 

Dr. Leopold G. Koss, Sloan-Kettering Institute for Cancer Research, “Cancer 
Cells in Light Microscopy.” 

Dr. Paul Kotin, National Cancer Institute, “Chemical Agents in the Genesis of 
Cancer.” 

Dr. Lloyd W. Law. National Cancer Institute, “The Role of the Thymus in the 
Reaction of the Host to Cancerous Cells.” 

Dr. William D. McElroy, the Johns Hopkins University, “Current Understand- 
ing of the Mechanisms of Cellular Differentiation.” 

Dr. Daniel 6. Miller, Sloan-Kettering Institute for Cancer Research, “Immuno- 
logical Defects in the Individual Afllicted With Cancer.” 

Dr. Lloyd J. Old and Edward A. Boyse, Sloan-Kettering Institute for Cancer 
Research, “The Antigenicity of Malignant Tumors.” 

Dr. Clarence P. Oliver, University of Texas. “Inheritance of the Tendency 
to Cancer.” 

Dr. Irvine H. Page, Cleveland Clinic Foundation, “The Kidney in Hpper- 
tension.” 

Dr. 0. H. Pearson, Western Reserve University, “Endocrine Factors in the 
Etiology and Pathogenesis of Cancer.” 

Dr. Van R. Potter, University of Wisconsin, “Metabolic Abnormalities in 
the Host : Tumor Relationship.” 

Dr. J. H. Quastel, McGill University, “Transport Processes in Tumors.” 
Dr. Philippe Shubik, the Chicago Medical School Institute of Medical Research, 

“Summary of Chemical Carcinogenesis.” 
Dr. Chester M. Southam, Sloan-Kettering Institute for Cancer Research, 

“Reaction of the Host to Transplantation of Cancer Cells.” 
Dr. P. R. Srinivasan and Ernest Borek, Columbia University, “A Biochemical 

Basis for the Genesis of Cancer.” 
Dr. Eugene A. Stead, Jr., Duke University. “Physiology of the Failing Heart.” 
Dr. Daniel Steinberg, National Heart Institute, “Metabolism of Adipose 

Tissue.” 
Dr. C. Chester Stock, Sloan-Kettering Institute for Cancer Research, “Chemical 

Inhibition of the Growth of Normal and Cancerous Cells.” 
Dr. James F. Toole, Bowman Gray School of Medicine, “A New Cause for 

Stroke--The ‘Steal Syndromes.’ ” 
Dr. Arthur C. Upton, Oak Ridge National Labo,ratory, “Inhibition by Ionizing 

Radiation of the Growth of Normal and Cancerous Cells, and Ionizing Radiation 
in the Genesis of Cancerous Change in Cells.” 

Dr. F. Stephen Vogel, Duke University, “Contributions of Electron Micro- 
scopy to the Understanding of Brain Tumors.” 

Dr. Sidney Weinhouse, Temple University, “Metabolism of Neoplastic Tissues.” 
D,r. .Jack P. Whisnant, Mayo Clinic, “Esperimental Cerebral Infraction, 

Embolism and Hemorrhage, and Other Observations.” 
Dr. Abraham White, Albert Einstein College of Medicine, “Endocrine Factors 

in the Etiology and Pathogenesis of Cancer.” 
Dr. Irving S. Wright, Cornell University, “Etiology and Pathogenesis of 

Myocardial Infarction.” 
Dr. Donald B. Zilversmit, University of Tennessee. “The Metabolism of the 

Arterial Wall.” 
Dr. C. Gordon Zubmd, National Cancer Institute, “Physiology of the Individ- 

ual Afflicted With Cancer (Anemia, Infection, and General Debility) .” 
The Subcommittee is also pleased to express special thanks to Dr. E. Cowles 

Andrus. Conference Director, and to the many scientists who prepared papers for 
the Second National Conference on Cardiovascular Di.seases for making these 
papers availahle to the Subcommittee and the Co,mmission to aid them in their 
deliberations and in the preparation of the source papers contained in this 
report. 

THE SUBCOXMIWEE ON RESEARCH, 
D~.PHILIP HaNxIzFt, CkairtnUn. 
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ON 'TIIE CURRERT STATE OF BIOLOGY 

The prime reason for hope that man may learn to control these dread diseases 
is the remarkable rate at which insight has been gained into the nature of life, 
the structure and function of living forms, One hundred years ago, no more 
was known of man than could be determined with the naked eye or a primitive 
microscope. Chemical examination of living tissue had only begun and the con- 
cept that all living forms are built of relatively similar “cells” had only recently 
gained accentance. Since then. the uace of investigation has accelerated urogres- 
sivelr so that. seen in retrospect, the total body of knowledge has doubled ap 
proximately every 10 years. The fund of knowledge descriptive of human biology 
today is about 1,000 times as great as it was in 1864. 

It is almost 1.50 years since it was recognized that living organisms are con- 
structed of aeereeations of cells. each of which. in mouse. man. whale. or. for 
that matter, &in&h, is usually about the same microscopic size and exhibits 
generally similar, grossly observable characteristics. Accordingly, it has been 
apparent that, if one is to understand “life,” one must ilrst understand the nature 
of its basic unit, the cell. Much remains to be learned ; nevertheless, acceptable 
albeit only partial answers are currently available to most of the major ques- 
tions which have heen raised concerninz the livine cell : 

Is there a functionally meaningfu? arrangement of subcellular structures? 
Of what chemicals are these constructed ? How do cells manufacture the organic 
compounds of which they are composed from the materials available in their 
environments? How do cells maintain the constancy of their internal composi- 
tion when bathed bv a fluid of dramaticallv different comuosition? Whv do cells 
need energy? How is useful energy made available to the cell by thechemical 
transformations undergone by carbohydrates and fats? If the cell is a minia- 
ture chemical plant in which hundreds of individual chemical reactions are 
constantly in progress, what factors are operative to assure that the totality 
functions as a harmonious. intezrated whole? What are enzymes and how 
do they work? Where in the cell does the genetic information-reside? What 
chemical structures serve as the repository of that information? How is the 
information encoded and how is it read out so as to control the structure and 
function of the cell? And how is this information duplicated perfectly during 
cell division? 

Woefully incomplete but nevertheless rather satisfying answers are presently 
available to each of these. the cardinal questions of cell biology. Remarkably, to 
the extent to which these matters are presently understood, such understanding 
has virtually all been gained since World War II. It is precisely this glimmer 
of understanding, a preliminary description of the living cell in the language of 
chemistry, which constitutes the frequently cited “revolution in biology.” And 
it is no exaggeration to state that our hopes that understanding and. hence. 
control of cancer as well as of most forms of genetic, metabolic, and infectious 
disease must derive from the answers to these questions if these hopes are to 
be realized. 

Animals, including man, are highly organized structures. huilt of vast. num- 
bers of cells of many kinds. Most of these cells are quite remote from the ex- 
terior of the body and are dependent upon the circulatory system to protide a 
continuing supply of nutrients and oxygen while removing metabolic end prod- 
ucts including carbon dioxide. Failure of the circulation, therefore, is incom- 
patible with life. 

The major single cause of such failure is atherosclerosis, the denosition of in- 
soluble matter in the cells lining the inner surface of arteries, be they the core- 
nary vessels which nourish the heart itself, the vessels leading to or within the 
brain, the aorta, trunk supplier of mast of the body, or the vessels which nourish 
legs or arms. 

The past 10 years have witnessed an ever more sophisticated attack upon 
atherosclerosis. an attack which includes such facets as : detailed examination of 
the manner whereby such fatty deposit in the arterial wall takes place ; study of 
the factors which influence this process, particularly the amount and nature of 
the bloo’d lipids: study of the relation of these factors to diet, age. sex. or endo- 
crine factors; or examination of the physiology of the individual so afflicted, 
particularly the relation to blood pressure, kidney function, brain function. nr 
cardiac function. 

In parallel has come a diversity of therapeutic trials based on the limited 
understanding already at hand with respect to dietary control, drugs. and vas 
cular surgery. 
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Neither the current level of understanding nor the available therapeutic pro- 
cedures are adequate, at present, and endeavors in both directions must be 
prosecuted with great vigor if future generations are, hopefully, lo be spared the 
pain of watching men and women destroyed during what should be their middle 
years. The success of this venture can, by no means, be guaranteed. That the 
goal is even conceivable in the minds of some reflects the confidence engenered 
by the ever greater understanding afforded by biomedical research in our time. 

How has this come about? It is a truism of science that “one cannot do the 
right exneriment until the right time.” Two internretations. both correct, may 
be placed upon this aphorism. In one sense, it implies that a given observation 
may defy interpretation or remain, seemingly, without signiilcance until there 
has been gathered, by design or otherwise, enough related information to permit 
building the original observation into a logical conceptual structure. Indeed 
such an observatiou may be the very keystone of that structure but, unless there 
be some vision of the total structure, that keystone is devoid of meaning. 

Consider, for example, the fact that ‘the viral origin of a malignant tumor of 
chickens has been known for more than 50 years. In the minds of all but a few 
investigators, this failed to engender a general hypothesis concerning the viral 
origin of tumors until the following had occurred : (a) Neoplasia was found t.0 
be associated with viruses in a considerable number of additional instances. 
(b) Viruses were found to be built, in part, of nucleic acids, the chemical carriers 
of eeurtic information. ic) Studies of the relationshin between the chromosomal 
material of bacteria and‘some of the specific viruses &hich infect them revealed 
the manner in which viral nucleic acids can enter a bacterium, become physically 
associated with the latter’s ovvn genetic material, be duplicated each time the bac- 
terium undergoes division. and vet find no obvious “exnression” until some un- 
toward altera%on occurs in the Eell’s environment, such-as a change in tempera- 
ture. Only then does the cell machinery normally responsible for duplication of 
its own genetic material embark upon the synthesis of many copies of the original 
invading virus. As these leave one cell, they invade other cells about them. 
These studies provided a model for the manner in which a virus, capable of subtly 
modifying the life of an animal cell so that it grows1 abnormally ignoring normal 
constraints, might persist in that cell undetected for a prolonged period, and, 
later, be found in all the cells of a grovving tumor. (d) Other viruses were 
found to invade animal cells in tissue culture aud to affect them much as could 
be predicted from the bacterial model. Only when all of this information was in 
hand was the stage set for a general theory of the viral origin of cancer-and, 
hence, its current testing-although the prime observations had actually been 
made two generations earlier. 

The second sense in which the aphorism concerning the timing of experiments 
is correct relates to the availability of tools and techniques as well as the state of 
science and its own technology. In a general way, the further one departs from 
the immediate experience of man’s own senses, the larger, more complex and more 
expensive is the equipment required for observation. This has long been appar- 
ent in our examination of the physical world. The more det.ailed the study of 
the remote vastness of the universe has become, the larger and more complex have 
hecome the telescones and their snectrosconic cameras. Perhans the ultimate in 
this art are orbiting telescopes controlled from the ground, the television cameras 
mounted in Ranger VII, and the huge earthblasted radiotelescopes of our time. 

Again, as physicists have turned their attention penetratingly inward to the 
planetary electrons about the atomic nucleus and then to the subparticles of the 
nucleus itself, the finer and more detailed their examination, the larger and more 
costly have their instruments become, from simple electroscopes and X-ray tubes 
to cyclotrons, bevatrons, and syuchrocyclotrons. 

This nrocess has been no less characteristic of the progress of biology. Within 
our life‘times, the equipment of a typical biology laboratory has gone-from crude 
light microscopes, test tubes, staining jars, and a museum to electron micro- 
scopes, ultracentrifuges, chemostatic growth chambers, hyperbaric operating 
rooms, recording spectrophotometers, and their like. In biology, as in physics, 
chemistry, geology, and astronomy, the more remote from common experience is 
the bit of information sought by an investigator and the more detailed and 
sophisticated the understanding which is hoped for, the more powerful and costly 
are the tools required to secure it. Until such tools are designed, produced and 
made available, it may well be impossible for even the most gifted investigator to 
attack, meaningfully, the problem to which he has addressed himself. 
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The accelerated growth of knowledge and understanding of living forms in our 
time, then, expresses both senses of the aphorism. Chemistry and physics have 
now developed to the point where they are applicable to biology. The bits and 
pieces of yesterday’s biological understanding, which was largely descriptive, have 
slowly been welded into a more consistent, coherent and rational pattern which 
permits far greater understanding as well as prediction, and offers a guide to fur- 
ther investigation, Such investigation has become possible as the tools to do the 
job have been developed. 

At this writing, there is reason to believe that this pace can continue to quicken 
if the American people will choose to support exploration of biology as they have 
supported exploration of the atom and of the universe. Then can we hope to 
attain the more detailed understanding of the living cell which may reveal the 
nature of the delicate change in the balance of cellular activities which is mani- 
fest as neoplasia. 

Hopefully, also, there may be an unraveling of the next layer of understanding, 
the manner in which highly specialized cells such as those of the brain, kidney, 
or heart perform the sDecificfunctions which, uniquely, they contribute to the 
total living organism. In parallel we can hope to witness revelation of the 
manner whereby the nervous and endocrine systems coordinate and integrate 
the entire organism. 

With such information in hand, incisive understanding of disease, i.e., dis- 
turhanres of this orderly functioning, may be expected whereas without such 
information, sufficient understanding is inherently impossible. In such com- 
nrehmsive biological understandimr lies most of our hone for control of the wide 
variety of disease to which man is heir. 

Wi’thal a serious caveat, in t,wo parts, must be placed before the American 
people. First. it must be understood that biomedical research is not simple: 
it is ext,remely difficult and treacherous. Even when dealing with minimally 
eomplex organisms such as bacteria, one must eoutem,plate systems immeasur- 
ably more complex than those usually considered by the physicist, chemist. or 
astronomer. How much simpler ils the nuclear chemistry of a remote star than 
the myriad aspects ‘of a single cell composed of thousands of representatives of 
each of perhaps 2.090 different proteins, each of which, in turn, is a skein of 
several hundred amino acid molecules assembled in a specific and invariant 
order. And how much more difficult is it to ascertain, in reliable fashion, some- 
thing of the ‘biology of a given man in a clinical ‘setting and then to establish 
whether that information is unique to that individual or true of men generally. 

It is for this reason ,that guarantees or promises that, next year or that fol- 
lowing, we ,&all understand cancer, or heart disease, or arthritis, or schizo- 
phrenia are both extravagant and irresponsible. 

One day, we almost certainly shall possess such understanding. Bat, whereas 
cancer and heart disease have probably been with man since first he appeared 
on this planet, biomedical science is virtually a newborn babe. About 90 percent 
of all the biomedical scientists in history are alive and working today, and most 
of them ‘began working after 1945. The studies in which they are engaged are 
immensely complex and ‘difficult. #Utterly desirable as attainment of their goals I 
may be, their research, which can ‘be facilitated and even somewhat accelerat,ed, 
simply cannot successfully be hurried and none can say when the labor will be 
completed. 

Second, whereas it is clear <that our hope that means may ‘be found to cope 
successfully with cancer and a’therosclerotic disease rests upon our ability ulti- 
mately to wrest understanding #of these disolrders from unwilling nature, promises 
that such understanding will certainly lead to means of prevention or cure are 
equally ex’travagant and irresponsible and can only be viewed as a disservice to 
the American people. 

To be sure, Ithere are clues and leads at hand and others will surely suggest 
themselves as understanding increases. But it does not necessarily follow that 
these abnormal processes are truly 8susceptihle of control and promises to such 
effect have no current validitv. What can b’e oromised. in clear conscience and 
good faimth, is ‘that if the effort is not made, there can’be no hope of cure, no 
hope of prevention. If the effort is successful, then the boon to humanity will 
be beyond measure and whatever the eolst, %he price will have been low indeed. 

ON THE NATURE OF RESEA4RCH 

The term “research” is well entrenched in the ,Imerican vocabulary, but is 
rarely given definition. Indeed, it eonn’otes quite different activities within var- 
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ious spheres of endeavor. A student sneaks of doing “research” when he goes 
to the school library to ferret out a piece of information. A manufacturer of 
consumer goods speaks of “research” as he gages public reaction t,o several pos- 
sible new packaging forms of his product. And ilt is commonplace Ito cite ,the 
research and development component of the Federal budget, a phrase which, by 
its existence, implies some distinction or difference between ‘the m processes, 
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yet fails to indicate what that may be. 
In a general sense, scientists use the term “research” to describe the process 

whereby questions are asked of nature, however the answers may be obtamed, 
thereby enriching man’s knowledge of the physical and biological world. The 
information obtained is usually recorded in one of the numerous scientific 
journals. The driving motive in performance of this activity is the interest 
and curiosity of the investigator. 

“Development, ” in contrast, is the sum of those activities required to create 
some new nroduct. such as microscope, ‘electroencephalograph, hyperbaric cham- 
ber, or drug, utilieing information and understanding already in hand. 

In the performance of research, the investigator must first clearly state what 
it is that he wants to know, e.g. : “How is it that, during embroyic life, cells with 
identical genetic information, assume quite different morphological (struc- 
tural) and functional character?” or “Is there a relative mixture of dietary 
saturated and unsaturated fats which permits pleasant and adequate nutrition 
while keeping the serum cholesterol at a minimum?“. 
Those so engaged may ask, for example: “What are the attributes of a drug 
build a microscope with sharper resolution than those presently available?” 
“How can one build an instrument which, with a minimum of human attention, 
could precisely measure the concentration in a single sample of blood, or choles- 
terol, sodium, albumin, and insulin?” In each such development, in formulating 
the question, the questioner has a specific use in mind and hopes that the basic 
information required for his answer has already been provided by past re- 
search. 

Admittedly, there is an intermediate zone of activity, frequently called applied 
research, in which those primarily interested in development find that the 
supply of fundamental information is insufficient to the task at hand and, ac- 
cordingly, engage in what is quite truly basic research, but with the specific 
end in view of obtaining information applicable to a specific product or service. 
Those so engaged may ask, for example: “What are the attributes of a drug 
which could halt the growth of a tumor yet not interfere with the life of the 
normal cells of the body?” In many instances, research so conducted has 
proved to be a vital significance in understanding nature. 

*4lthough the approaches, techniques and even the problems undertaken may 
be quite similar, the chief difference between those engaged in “applied” and in 
“basic” research is one of motivational attitude. The latter know no stopping 
place in their quest for understanding; the former may halt when the specific 
information required for product development has been secured. 

Within biomedical science, the lines separating research from development,are 
not sharply drawn. Instead, a hierarchy of activities, each of which shades into 
the other, may be assembled somewhat as follows : 

1. Fundamental inquiry into the nature of living cells. 
2. Investigations of the integrated physiology of the mammalian organism. 
3. Laboratory investigation of experimental disease states. 
4. Clinical and enidemiological investigation of disease as it occurs in man. 
5. Experimental pharmacology : Studies of the mechanism of drug action. 
6. Synthesis and experimental trial of new drugs. 
7. Development of instruments and procedures for use in investigation, diag- 

nosis, or the clinical care of the ill. 
8. Clinical trial of proposed preventive and therapeutic procedures or mate- 

rials. 
9. Clinical care by accepted procedures. 
Each of these activities feeds the others at all times. For example, knowledge 

of the problems of the diabetic led to isolation of insulin, determination of its 
structure, and ultimate synthesis, while at the same time it set the stage for 
understanding of carbohsdrate and fat metabolism. Hereditary diseases, 
“nature’s experiments,” have been of profound significance in elucidating the 
molecular basis for genetic mechanisms. Interest in the mode of action of 
antibiotics has resulted in elucidation of the structure and biosynthesis of bac- 
terial cell walls. The search for effective cancer chemotherapeutic agents han 
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provided compounds which have been of great utility in the study of intermediary 
metabolism. 

Far more frequently, however, studies of normal biochemistry and physiology 
have set the stage for understanding of human disordercj. Research at the first 
three levels cited above has provided the tools and methodology as well as the 
conceptual framework which have permitted ever-increasing sophistication of 
clinical research and practice. Indeed clinical research cannot be mounted as an 
independent venture. Valuable and essential as it must be, it can progress no 
faster than the fund of general biological knowledge will allow. 

A clear trail of research, commencing with seemingly abstruse and recondite 
studies of the most fundamental aspects of living cells and animals, can readily 
be portrayed for the actual development and current clinical use of each of the 
hormones, vitamins, antibiotics, cancer chemotherapeutic agents, and antiviral 
vaccines, as well as modern surgical techniques and diagnostic devices and pro- 
cedures. To the extent that it is true that a random patient encountering a 
random physician today has an excellent chance of benefiting from this encounter, 
this fortunate circumstance is entirely due to the biomedical research hierarchy. 

With respect to this functional hierarchy, then, one may properly ask, “Which 
of these activities presently limits progress in understanding and treating 
cancer. heart disease. and stroke?” Those who are most knowledneable in such 
matte& are agreed t’hat this limit is imposed chiefly by the rate of progress in 
the first three activities cited. Difficult as are the problems of scientific com- 
munication, in every major medical center there are knowledgeable individuals 
who can and do rapidly translate the findings of fundamental research (activi- 
ties 1, 2, and 3) into their clinical settings and apply them in clinical research 
(activities 4-8). 

This Subcommittee and its consultants are unaware of any significant body of 
fundamental information which is stagnantly awaiting clinical application by 
competent practitioners. Indeed, it considers that the art of clinical inveatiga- 
tion consists, in large measure, of a considered, deliberate judgment of the 
utility and applicability of such fundamental information and careful avoidan= 
of the meaningless, feckless, and indeed harmful activity which is the conse- 
yueuce of ill-considered attempts to apply the inapplicable. 

At all times, such basic and applied research are limited by the capabilities 
of the instruments and apparatus available. Development of a new instrument 
(cineradiography, electron microscopy, electron spin resonance spectrometry) 
invariably touches off a great wave of previously impossible research. Although. 
there has been no major breakthrough accomplished by research related to can- 
cer, heart disease, or stroke which currently awaits application, it is agreed that 
there is a lag between development of improved clinical procedures in the great 
medical centers and the general adoption of such procedures in medical practice. 
But. to reiterate, the most serious bottleneck, the major limiting factor, is the 
rate at which fundamental understanding is provided by research un the struc- 
ture and function of normal organisms and coordinate studies of experimental 
pathology. 

Accordingly, it is recommended that, whereas progress in understandi&, and 
hence clinical control of cancer, heart disease, and stroke, is limited by the 
inadequacy of fundamental information concerning the structure and function 
of living organisms, every effort should be made to support and quicken the pace 
of research addressed to these problems. 

ON THE CONDUCT OF BIOMEDICAL IWdhA;SKCH 

Only yesterday. biomedical research was largely thp province of the gifted 
amateur. Clinical research was conducted by physicians with no training other 
than that reauired to no&h their clinical skills and with no tools other than 
those commoiplace to hospital: bedside, or epidemiological prartice. Study of 
pathologx required little more than the dissecting table and the light microscope. 
Physiological and biochemical research were conducted in part hg physicians, in 
part by scientists trained in the university graduate wxhoola. The training of 
the former was utterly inndrqu:~tc~ for this lrnrposc~ and tbnt of the latter was 
meager. And they worked in hospitals, medical schools. :uud occasionally in 
biology or chemistry departments or in a few research institutes. 

These earlier circumstances have been altered dramatically. Thr likelihood 
that fhr most gifted amateur can contribute signilitantly to the progress of bio- 
medical science without having invested in years of training specifically tailored. 
to his research aspirations and without the complex paraphernalia of the modern. 
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‘biomedical laboratory has been reduced almost to zero. If we may quote a dis- 
tinguished English scientist, “Alas, the day of the gifted English amateur is over.” 

Once the avocation of an occasional physician whose primary responsibility 
was medical care or that of an occasional professor whose primary responsibility 
was instruction of the young, ,research today must be a major, if not the major, 
responsibility of those who are so engaged. Moreover, the investigator cannot 
merely be a graduate of a medical curriculum devised for the education of prac- 
tioners ; he must also have devoted additional years and effort to acquiring the 
knowledge, lore, and skills of one of the research disciplines as well as the habits 
of mind characteristic of the investigator. 

This is patently the case for the biochemist or microbiologist but is no less 
true for the clinical investigator, The latter must not only be skilled as a physi- 
cian, hc must also bring to bear all of the concepts and technics of the discipline 
most suitable to his problem. In dealing with cardiovascular disorders, he should 
be competent as either a physiologist or biochemist. In seeking understanding 
rd the fundamental basis for cancer, he has no choice but to approach the prob- 
lem as a biochemist, cytologist, microbiologist. or geneticist. However he may 
uave secured the additional 2 to 4 years of training required-and there is no 
lack of controversy concerning how this should best be done-there can be no 
shortcut if ultimately he is to warrant the support of society as he pursues his 
investigations. 

Moreover, if indeed he is to be successful, he requires about him a suitably 
equinped laboratory, a coterie of technical assistants, a substantial sized peer 
group with whom to discuss problems of common interest, other colleagues equally 
proficient in related disciplines, and a supporting organization which can provide 
diverse services such as accounting, purchasing, ammal keeping, a library, sup- 
plies of consumable items, instrument shops, and sterile glassware. 

Accordingly, it will at once be apparent that the pool of investigators and of 
institutions qualified to undertake programs of fundamental applied or clinical 
research is limited indeed. By far the greatest concentration of such individ- 
uals is to be found in the faculties of the medical schools and the graduate schools 
elf our great universities and a lesser pool in a restricted numuer of research- 
oriented hospitals and research institutes. Research directed toward the devel- 
opment of new drugs (categories 5 and 6 of the hierarchy cited earlier) is largely 
conducted in industrial laboratories or in research institutes especially orga- 
nized to this end. 

Within the university, the most powerful and successful arrangement pres- 
ently conceived for the prosecution of research consists of a professor and his 
group of fellows and graduate students. They combine the wisdom and cun- 
ning of experience with the imagination, enthusiasm, and energy of youth while 
leaning on all the other resources of the institution in which they hind themselves. 
I?or them, research and education are the same process and their presence and 
activity enriches the experience even of those students, fellows, interns, and 
others who are not directly engaged in the research enterprise. In those hospitals 
and research institutes which lack a university affiliation but which enjoy 
success in biomedical research, again the critical elements are found to be a 
seasoned investigator surrounded by younger associates almost exclusively en- 
gaged in research, a critical mass of peer colleagues in similar or related dis- 
ciplines, and a sufficient supporting organization. 

The research upon which this minimal research unit, the seasoned investi- 
gator, and his immediate associates, may be engaged is dictated, in the last 
analysis, by the investigator’s own interests and motivation. He must be free 
to follow his own bent, to identify what he considers to be the major questiona 
which should be addressed to nature, and for which the times permit possibility 
of successfully seeking an answer. 

If such studies properly fall in categories 1 to 3 as detined above, they may 
eauallv well merit suonort from an aaencv devoted to furtherme understandine 
of radiation effects (fhe Atomic Energy Commission), cancer (National Cancey 
Inlstitute or American Cancer Society), or hereditary disorders (National Insti- 
tute of Arthritis and Metabolic Diseases). Indeed, such an investigator may 
actually, and properly, we supported by each of these sources, providing the 
total of such support is compatiole with his competence and need. 

Te be ‘sure, the consequence of this permissive system is support of more than 
one investigator in pursuit of the same goal. This does not constitute unneces- 
sary duplication. It is essential to the process. The titles of their research 
grant applications may be identical, but also invariably the detailed approach 
will he different. And none can predict, in advance, which approach ~111 find 
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success. Moreover, one can be confident that there will be continuing corn- 
munication amone those so enrraaed. to the mutual benefit of their endeavors. 

No scientist w&ingly undertakes’ to pursue the same problem in the same 
manner as another. He knows that the end product is publication in a scientific 
journal, a journal which will not accept for publication a second paper describing 
exactly the same findings obtained in the same manner. The scientist’s .statn.s 
is determined by his peers, and there is no reward for “me-tooism.” Thus, es- 
cept for occasional accidents, the ethos of the scientific community is safeguard 
against real duplication of effort. 

These thoughts must be considered apart from the essential, deliberate repeti- 
tion of the work of others which is an integral part of the scientific process. h’o 
finding may be considered valid until it has been confirmed in another laboratory ; 
no scientist will undertake to build unon the work of others until he has con- 
firmed their findings for himself, else-vast. amount of effort may be wasted. 

It is appropriate here to comment upon another aspect of alleged duplica- 
tion, the phenomenon noted above n-herein several agencies, both gor-ernmental 
and private, may undertake support of similar areas of research. This is not 
unnecessary duplication but a desirable overlap of interest. Such overlap is 
minimal as the research is strictly related to the mission of the agency: e.g.. 
cancer chemotherapy or vascular surgery, and entirely understandable and ner- 
essary when considering the most basic aspects of biology, the aspects of cellular 
biochemistry or organ physiology. Moreover, as in science general&, it should 
be a matter of policy that research be supported by a variet.v of agencies rather 
than by a monolithic department of science or a single national institute of 
health. 

The uresent structure of mission-oriented aaencies. each aware of its mime ~-.-- responsibility and each acutely aware of the-necessity for much more f&da- 
mental knowledge if it is to achieve its mission, is efficient and effective as a 
means of progress while, at the same time, it provides a series of juries so that 
a scientist whose ideas have been denied support by one group can appeal. as 
it were. to another. thereby assuring that neither the prejudices of any 0111’ 
group, nor personality confli&s, will impede progres. - i 

Within the intramural research program of a mission-oriented research insti- 
tute; i.e., an institute deyoted to cardiovascular disease or cancer, research is 
somewhat more programatic. Within the walls of a single such institute. by 
intent, individuals will engage, for example, in experimental vascular surgery-. 
testing of drugs which may lower the blood pressure or the blood cholesterol 
level; examining the metabolic activities of adipose tissue or the muscular 
tissue of the heart ; attempting to correlate the electrical signals of the electro- 
cardiogram with metabolic events, in the heart, which must generate those sip- 
nals; and studying, at the enzymatic level various aspects of the metabolism of 
carbohydrates and fats. This is a balanced program, deliberately arranged. 
But it is not foisted upon the investigative staff. Those responsible for the in- 
stitute, having outlined the nature of such a balanced attack on the problems 
of vascular disease, then examine the scientific communitv and, if possible. 
recruit scientists with these research interests. Much as-;n a university or 
medical school, the institution must provide freedom and opportunity if the 
research program is to be successful. 

One final general aspect of biomedical research need be noted. Derek np 
SoIla Price has called attentiosn to the, differences bet.ween big science and little 
science. It is little science which predominates in biomedical research toda.r. 
the tihousands of research projects each of which involves a principal inrestiga- 
tar, his senior associates, fellows, and graduate students. The total cost of each 
such nroiect dewndim on its scone. varies from $5.000 to $500,000 per year with 
perhaps “W percent ofy all proje& ‘costing $15,odo’to $100,000 per-year. Little 
science tha is the olassie approach of university science and, within biology 
and medicine, is also the main theme in, research institutes as well. Big sci- 
ence which originated in the conduct of physical research, can be identified. 
albeit rather arbitrarily, as any project which, by its nature must cost in excess 
of perhaps $500,000 per year, a fact which. reflects either (1) that central to it 
is a large, complex and extremely expensive apparatus of which our Nation 
has but a few and which can and must serve the needs of a large group of 
investigators or (2) a problem of such nature that research devoted to its 
solution demands a large group effort and an extensive physical facility. 

It wa,s the large instruments which engendelred big science in high-energy phys- 
ics (reactors, accelerators) and in astronomy (optical telescopes, radiotelescopes) 
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but these are rare in b8olomgy or medicine. Originally, we became aware of big 
biological science for the second reason. Thus, the early programs oC the Atomic 
Energy Commission at Oak Ridge and Argonne, designed to ascertain the effect.9 
of ionizing ra)diation of varying elnergy levels in single or multiple doses, whole 
body or restricted to a  single organ, in young oc old animals, as acute or long- 
term effects, predictably demanded huge numbers of animab, many technicians, 
and  a  wide variety of scientists. An endeavor  of this nature was foreign to the 
academic world and, accordingly, the Oak Ridge, Argonne, Hanford, and  Los 
Alamos biological laboratories were brought into being. 

It is imperative that projects which are, inherently, big science, be  recognized 
as such and be  implemented accordingly. The pattern of the Biology Division 
of the Oak Ridge Nat ionma LaboratorS can serve as a  successful model: a  large 
core program, surrounded, as it were, by competent scientists who approach 
the central problem by diverse means.  The major effort at cancer chemotherapy 
is of this nature, demanding biochemists, organic chemists, pharmacologists, 
biological screening procedures and, finally, clinical testing. Certain large-scale 
efforts at clinical trial of therapeutic procedures in vascular disease similarly 
must be  conducted as packaged,  big science. 

Increasingly, biomedical research will be  dependent  on  relatively large re- 
sources : a  primate colony, a  large computer,  or a  wholesale attempt at the study 
of human genetics. As such opportunit ies are manifest, it is imperative that 
they be  recognized as such, funded as such, and  so located and managed as to 
maximize their utility and  success. Indeed, in general  the corollary is also 
valid; halfhearted funding of such endeavors in piecemeal fashion is both in- 
efficient and  wasteful. 

ORGANIZATION AND SUPPORT OF BIOMEDICAL RESEARCH 

The organization and support  of biomedical research in the United States have 
developed as a  patchwork over a  relatively short period. As we have briefly 
seen, biomedical research is conducted in medical schools, graduate schools, in- 
dustrial laboratories, and  private and  Government  research institutes. The total 
annual  cost of this activity now approximates $1  billion which is provided by 
university endowments,  State legislatures, individual and  corporate gifts, philan- 
thropic foundations, public voluntary agencies, and  the Federal  Government.  Of 
these, the last now provides somewhat  more than half of all the funds employed. 
This structure which rather awkwardly expresses one of the major aspirations of 
the American people, the prevention and alleviation of disease, functions rather 
clumsily, yet the extent and  manner  in which it should be  altered are question- 
able. 

In other countries (Germany, England, France, the Soviet Union), the re- 
search talent of the country is virtually all sequestered in especially organized 
research institutes, largely under  governmental  auspices. Several major criti- 
cisms may be  leveled at this arrangement.  Perhaps most serious is the removal 
of research personnel  from the educational process. Ko more dist inguished 
laboratories may be  found in the world than the various units supported by the 
Medical Research Council in England. But these units and  their outstanding 
staffs are at-not of--the universities where thes are located. and  the onlv “stn- 
dents” to be  found there are advanced postdocioral fellows.’ How mu& more 
could be  contr ibuted by these giants if bright young minds could be  exposed to 
their incisive and imaginative thinking. 

Second, such institutes frequentlv develop and cultivate a  “cult of personality.” 
They tend to be  dominated by the& directors and  vounp.  imaeinative energetic ” II Y 
inv&tigators may be  subservient and  deprived of opportunity and  self-expression. 
This stands in direct contrast to the typical American academic department 
wherein the chairman is chief administrator but not scientific director and  his 
academical ly junior col leagues are free to follow their own research bents and  
seek Enancial suuport  for their own entermises. 

The current position of leadership 6f American biomedical science derives 
largely from this fact, together with the availability of the support ing funds 
and the growth of a  support ing industry which provides chemicals, apparatus, 
and  equipment. However,  that the “cult of personality” is not an  inescapable, 
intrinsic feature of a  research institute divorced from the educational enter- 
prise will be  apparent,  for example, from an  examination of the intramural 
program of the National Institutes of Health. The table of organization of each 
Institute makes provision for substantial numbers of independent  investigators 
at varying stages of development and  responsibility and  the f reedom of each 
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to raise his own questions and pursue the answers has been jealously safe- 
guarded. 

The diversity of both our research institutions and of the sources of their 
sunnortinn funds should be considered one of our great national assets. The 
variety OF institutional character has permitted “fit&g square pegs into square 
holes.” The investigator who functions best as a lone wolf can find a milieu 
in which this is possible. Those who require stimulation from repeated con- 
tact with their peers-by far the greatest number-gravitate to the appropriate 
institutions. Those who wish also to teach can do so while others. who so 
prefer, can avoid this function. Some can engage in full-time research; oth- 
ers divide their efforts variously among clinical care, teaching, and research. 
This tailoring of opportunity to personality possesses obvious advantage and 
should be maintained at all cost. 

Another aspect of our system is noteworthy. At this time, our spectrum of 
organization annears to extend from the comuletelv nrivate institution through 
State institutions to fully Federal organizations. But the differences are more 
apparent than real. Most non-Federal institutions engaged in research today 
employ their own funds largely as a form of entrepreneur capital. Private and 
State funds are used for construction only to the extent dictated by current 
“matching” policy. Salaries are assured only to a cadre of tenured staff. Vir- 
tually all operating funds, for equipment, consumable supplies, research asso- 
ciates and technicians, or travel, must be procured by the individual investi- 
gators from external sources, most frequently the Federal Government. 

Clearly, this mode of operation offers several great advantages: maximal 
use of the institution’s own funds; large-scale use of Federal funds without 
Federal control ; opportunity for even the youngest qualified investigator ; and 
assurance that, in determining the fact or level of his financial support, each 
investigator is judged by a jury of his peers assembled from other institutions, 
each of whom is truly competent to make the required scientific judgment and 
none of whom are rivals, on the local scene, for prestige, salary, space, or in 
fluence. 

But there are also grave disadvantages: instability of funding with conse- 
quent apprehension in ‘ihe minds of all & employed and the all too real tempta- 
tion for the investigator to address himself to studies which promise a quick 
return rather than the difficult, long-term investigations of which he may 
dream ; the increasingly burdensome tasks of application, reporting, and 
recordkeeping (see the treasurer’s report of any major university for the number 
of individual research grants in an active department of medicine or biochem- 
istry) ; an increasingly cumbersome system for evaluation of research grant 
applications, involving the time and efforts of thouqands of investigators and 
staff; considerable diticulty to the institution in embarking upon new research 
ventures or areas of research ; and the failure. for lack of appropriate funding, 
of most institutions to develop and maintain supporting organizations sufficient 
to their own research enterprises. The latter is a serious handicap and reflects 
the historical accident whereby universities, for example, have entered the 
modern era of research by a series of small steps rather than by deliberation 
and commitment to a responsibility which formerly was trivial in comparison 
with their educational responsibilities. 

Althnueh research has been conducted in American universities for about 
159 years, until only recently the trustees, faculty, and public generally regarded 
instruction as the prime, unrivaled function of the university. From 1920 to 
1940, the pace of academic research was increased substantially but it was 
World War II and its aftermath which witnessed the major development of 
universities and their medical schools as centers of research. with common 
recognition of the public expectation that universities should serve not only to 
store and transmit knowledge but to generate new knowledge. With the recog- 
nition that a vigorous ongoing research program ensrirhes the teaching program 
at the same time that inquiring young minds enhance and stimulate research, 
the unirersitv became the rhosen maior instrumentalitv for investieation in 
the Uniteil S&&s. The means by which this was accomplished was permissive 
acquiescence bv the university administration as members of its faculty seized 
the opportunities afforded hy the grant-in-aid programs of foundations, volun- 
tary agencies and the Federal Government. - 

But today that system is in crisis. While the American people. through the 
voluntary agenlcies and the Federal Government, wish to prosecute biomedical 
research with all the vigor at our command, there remains insistem!! that the 
university be a financial partner in the enterprise. And this. at a time when 
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the financial resources of the university are stretched to the breaking point by 
its instructional responsibilities. It is therefore financially impossible for the 
unive~rsity to respond to both calls in the manner expected, or indeed as it 
should prefer to do. 

Thus, never having deliberately embarked on a large-scale research venture, 
no university has planned oh provided the ancillary supporting organization 
which is to be found in every major research institute and industrial laboratory. 
With a salary structure tied to its educational resnonsibilities. no universitv 
has the means to expand the size of its faculty so as to meet its teaching 
responsibility while maximizing its research enterprise. Few universities can 
create, out of their own resources, new research groups in such scientific areas 
as biometry, bionhhssics. or genetics. for examnle. No universitv. unassisted. 
lean afford-to b’r%ng into being a multidisciplinary group which” will address 
itself to the problems of vascular disease or cancer. Few can afford the salaries 
of research professors relatively free of responsibility for undergraduate in- 
struction. None possess hidden assets or a capital reserve with which to bring 
into being or maintain a computer center, a bioengineering group, or a colony 
of esoteric animals maintained for research purposes. Hard pressed to provide 
dormitories for an ever increasing horde of freshmen clamoring for admission, 
where is a university to find the funds to use for matching a grant to assist 
it in construction of a new or expanded medical research building? The Sub- 
committee therefore submits that- 

Whereas at this time, the financial resources of the universities are insuffi- 
cient even to meet their educational responsibilities ; and 

Whereas no program of direct Federal support to higher education is 
currently available ; and 

Whereas it is the avowed intent of the American people to have bio- 
medical research prosecuted in as vigoroas a manner as our national pool 
of trained talent will permit ; and 

Whereas universities, their medical schools, and various research in- 
stitutes are the instruments most suitable to this task ; and 

Whereas from their own resources, universities cannot underwrite the 
large costs of major research programs, including: salaries of senior in- 
vestigators in numbers greater than those dictated by the basic educational 
programs of these institutions; creation of new disciplinary departments 
or of interdisciplinary research groups ; establishment of adequate research 
supporting organizations; or construction of necessary new physical facil- 
ities; and 

Whereas if the tempo, magnitude, and scope of the biomedical research 
enterprise are to be expanded in a manner compatible with our potential 
national capability, funds greatly in excess of those currently available 
will be required. 

It is, therefore, recommended that Federal and other agencies in support 
of biomedical research in universities and research institutes identify, rec- 
ognize, and provide the total direct and indirect costs of such research in 
an amount commensurate with our national capabilities. 

It would seem, therefore, that the time is at hand for a serious examination 
of our national program for the organization and support of biomedical research. 
The present patchwork should be consolidated into a more workable mechanism 
while retaining the highly desirable features which have facilitated the great 
strides made in the recent past. We must retain the diversity of institutional 
character, tighten the coupling between research and education, maximize oppor- 
tunity for talented young investigators, and increase the number of institutions 
in which trnly significant research is conducted, while reducing current adminis- 
trative burden? arranging for adequate supporting organizations, and assuring 
both the institutions and individual investigators of stable, relatively long-term 
support. 

To thiz: end. the Subcommittee on Research offers a series of specific recom- 
mendatiuns which are presented below. 
Role of indiridual researclr grants 

The gubommittee considers that the individual research grants program, 
which entails a relationship between the Government and each individual inves- 
tigator. b the heart of our national research endeavor and responsible for the 
preemineoce of American biomedical science. Regardless of all other considera- 
tions and funding derices. the subcommittee recommends that the national 

4CdCS--~-lS 
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program of individual research grants be continued and expanded commensurate 
with the pool of competent, training investigators. 
Fund&g devices in. support of research 

The Subcommittee has considered various alternate schemes for the funding 
of biomedical research and concluded that the present diversity of funding 
devices, which came into being in response to expressed needs, remains appro- 
priate to those needs. Rather than single, large packaged grants to each uni- 
versity or research institute, the Subcommittee recommends that Federal agen- 
cies in supporting biomedical research continue to do so by diverse means includ- 
ing individual research grants, fellowships, career awards, training grants, 
center grants, general research support grants, construction grants, etc., devel- 
oping new modes of support as these are identified and found to be suitable. 
Tmining and support of investigator8 

While requiring facilities, apparatus, assistants, etc., research is conducted, 
essentially, by the minds of trained scientists. It is in the national interest, 
therefore, to insure a continuing and expanding supply of biomedical scientists 
adequately trained to insure the quality of biomedical research tomorrow, scien- 
tists well grounded in biology and medicine, knowledgeable in chemistry, physics, 
and mathematics, alert to the concepts and methodology of the biological re 
search disciplines. 

(a) The funding instrument most suitable to the task of assisting the uni- 
versity, or other research-educational organization, in providing such advanced 
training is the “training grant.” This instrument permits local identiilcation 
of young men and women with research potential, provides them with appro- 
priate stipends, and, equally important, by diverse means assists the institution 
to improve the quality of research training while enlarging its capacity for so 
doing. The National Institutes of Health (NIH) program of training grants 
has resulted in a pronounced upgrading of research training in the last 5 
years. Its continuation and growth is vital to the entire biomedical research 
enterprise. Indeed, failure at this time to expand such training support must, 
automaticallv. limit the magnitude of the entire national biomedical research 
program in subsequent years. 

Accordingly, it is urgently recommended that the national program of re- 
search training grants should be enlarged and expanded at a rate commensurate 
with the training capacity of o,rganizations so engaged and the national pool 
of voune investieators desirous of such training. 
-- (b) The ba& curriculum by which medical. Bchools educate physicians and 
which leads to the award of the 111.D. degree is decidedly insufficient as a 
training for an investigative career. Recognizing ‘this fact, universities have 
developed a variety of-mechanisms for enriching the experience of potential 
physician-investigators. The most formal of these lead to the award of both 
the M.D. and Ph. D. degrees; other programs provide essentially similar train- 
ing but lead to the award of only the M.D. degree. In either case, the student 
so engaged must devote several additional years to this experience, as well as 
satisfy the requirements for the medical degree, undertake several’ years of 
postdoctoral training, and perhaps oerve his obligated military experience 
before actually embarking on a research career. This is demanding not only 
of his time but of the financial resources of his family. Without additional 
support, clearly, the pool of clinical investigators b ecomes limited to those 
whose families possess the financial resources to underwrite this lengthy and 
expensive program. 

Accordingly, it is recommended that a continuing national program should 
be developed to provide full financial support to those qualified students who 
aspire to an ‘investigative career in medicine and for whom the institution 
provides a clearly defined, special program which combines medical education 
with research training. 

(c) The budgets of universities are ra,ther closely tied to their educational 
responsibilities; the number of continuing faculty positions provided by the 
budget, therefore, is directly related to ,the number of students and cou- 
to be taught. Although the university is the best setting known for the con- 
duct of biomedical research. there is no necessarv relation between the scale 
of the educational and research enterprises in a given institution. In view of 
the financial sh-aits of the universities, they simply cannot be expected to fund 
staff positions in numbers greater than that required by their instructional 
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be funded by external means, utilizing funds appropriated in s;-;;.;r,~ -.i I- 
search. Moreover, the positions so created must be sutilciently s;aLie 3: : 
permit pursuit of long-term inquiries, undisturbed by the thought that the 
investigators’ salaries may disappear in the next Escal year. 

A variety of mechanisms &o this end have presented themselves, e.g., in- 
clusion of stable salary support in training grants; a contract between the 
granting agency and the university whereby, on request, the agency auto- 
matically provides some fixed proportion (e.g., 50 percent) of the salary of a 
principal investigator after award of a research grant, inclusion of staff 
salaries in general research support grants, continuation and expansion of the 
program of research career awards. Each device has merit, each provides 
a partial solution to ,the problem. 

Accordingly, it is recommended that Federal agencies in support of bio- 
medical research should proceed rapidly and vigorously to establish mecha- 
nisms to expand the number of reasonably stable, continuing positions for 
responsible investigators in institutions which sponsor programs of biomedical, 
research. 

To this end, it is further recommended that, at an earIy date, officials of 
Federal agencies in support of biomedical research convene a conference of 
representative officials of institutions engaged in such research to explore 
and determine those mechanisms which appear most satisfactory as a means 
of expanding the number of the aforesaid positions. 
General research support grants 

Several years ago, it was recognized by the Congress and by the administra- 
tors of the National Institutes of Health and of the National Science Founda- 
tion that the pattern of funding of research generally and of biomedical 
research in particular had failed to provide opportunity for the university 
to embark on wholly new research ventures, to develop appropriate organiza- 
tions in support of the research enterprise, to underwrite initial exploration 
of a research idea which is, as yet, insufficiently grounded to warrant major 
support in the usual manner, or to recruit new staff in research areas unrep- 
resented in ,t.he present organizations. 

Both aeencies develODed a nroeram of institutional general research grants. 
the amo&s to be reiated, by -formula, to the magnitude of the r&eared 
enterprise at each institution. Within the institutions eligible for such awards, 
there is virtually unanimous enthusiasm for this program and its accomplish- 
ments. 

With the passage of time, however, the magnitude of such awards h% not 
been increased in the manner authorized by the Congress although, as suggested 
earlier, the need is ever greater. Hence, universities cannot readily undertake 
new ventures as had been hoped. Scientists complain increasingly of the serious 
inadequacies of the supporting organization and services in their institutions 
which might otherwise facilitate and expedite their research and, for lack of 
which, they are increasingly forced to devote their energies to activities better 
left to others. 

As described earlier, present funding devices have not permitted expansion 
of the continuing research staff. Moreover, whereas an increasing fraction of 
significant biomedical research is done in graduate departments outside the 
schools of medicine, dentistry, and public health, such activity is not reckoned 
in the present computation by NIH and these graduate schools do not participate 
in the desirable features of the general research support program of this agency. 

Accordingly, it is recommended that- 
(a) The magnitude of the general research support grants programs of Fed- 

eral agencies should be expanded as rapidly as possible, at least to the full 
extent originally authorized by the Congress. 

(a) Graduate schools and departments engaged in biomedical research sup- 
ported by grants from the NIH should be included in the general research sup- 
nort nrogram. 

(c) General research support grants should be awarded in two categories : 
(i) Unrestricted funds to be devoted to research as at present, and 

awarded on a formula ,basis. 
(ii) Negotiated awards, based on documented applications, to defray 

the direct and indirect costs of the supporting organization and services 



288 COMBATING HEART AND OTHER MAJOR DISEASES 

provided by each institution to facilitate the conduct of research and which 
are not ordinarily chargeable as indirect costs. 

The end product of a research project is publication of the findings and 
conclusions in an appropriate medium, i.e., a medical or scientific journal or as 
a monograph. Such publication constitutes the enduring record of research in 
nroeress. It is available to other investigators engaged in immediately related 
research and to all others who can utilize the information so provided. Hence. 
it is not archival; it is the living means of general communication within the 
scientific communty. 

The library, then, is an indispensable research tool and must be as readily 
available as- microscopes spectrophotomers, or experimental animals. With 
the increase in scale of biomedical research has come, ipso facto, a torrent of 
publication which exceeds the capacities of our libraries and librarians while 
demanding ever-increased use of the library by those engaged in research. 
Nevertheless, despite the fact that the results of research crowd the shelves 
while investigators crowd the stacks and reading rooms and badger the librar- 
ians, no ongoing program provides support for this endeavor. Consequently, 
biomedical library services the country over are deteriorating. Neither the 
National Lfbrary of Medicine, the National Institutes of Health, nor the National 
Science Foundation presently operates a program in support of the beleaguered 
libraries despite the fact that such ‘support, in good conscience, should be a 
legitimate charge against funds appropriated in support of research. 

The inadequacy of payments for indirect costs precludes use of such funds 
for libraries. Meanwhile, the institutions engaged in biomedical research rarely 
can obtain private funds for such purpose. 

Accordingly, it is recommended that a national program in financial support 
of biomedical libraries should be initiated at the earliest possible date. 

It is recognized that much effort is currently invested in studies of informa- 
tion retrieval systems based on computer operation. The present recommenda- 
tions are not intended to delay or substitute for such activity. However, al- 
though the Siubcommittee cannot prognosticate the form which scientific com- 
munication will take after 1980, it is convinced that the present form of the 
biomedical library will, nevertheless, retain its utility and vital significance for 
many years to come. 
Centers and institute8 

The Subcommittee has carefullv examined the current organization of bio- 
medical research and compared this with needs, opportunities, and capabilities. 
On the one hand, it recognizes the need for an increasing number of research cen- 
ters, i.e., organizations dedicated to a large task, a research problem which exist- 
ing institutions are unlikely to undertake, or a special resource which properly 
can be categorized as “big science,” and which serve national or regional re- 
quirements. At the same time, it considers that whereas educational institu- 
tions,, even in their present format, are excellent locales for the conduot of “little 
science,” rarely do they take maximal advantage of the opportunity and oeca- 
sional necessity for multidisciplinary research. Accordingly, two sets of recom- 
mendations are offered in this regard. 
A. SpetiaZizecZ national or regional research centers 

The Subcommittee recommends that the current program of specialized research 
and resource centers of the National Institutes of Health be expanded and ex- 
tended as need arises and opportunity affords. Certain instances can readily 
be identified. 

i. Primate centera.-These represent a relatively new and essentially, as yet, 
untried venture. Those already authorized should be fully funded and sup- 
ported ; new centers should be created only as need arises. 

ii. Other animal centera.-The Subcommittee is aware of the need for a va- 
riety of special animals not presently available in quantity. Attention is, there- 
fore, directed to the possible need for centers for the m.aintenanre and breeding 
of genetically standardized, highly inbred, strains of dogs, rabbits, and other 
small animals, and the responsibility to be alert to other such requirements. If 
such centers are created, the pattern of university management developed for 
primate centers seems eminently acceptable. At least one center for maintenance 
of colonies of exotic animals with unusual deviations of the cardiovascular 
system and another for maintenance of animals with unusual malignancies might 
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well be of service to the entire program of research in cardiovascular disease axAd 
cancer. 

iii. Toaicology center&-A serious lack in our Nation is a center or centers 
devoted to long-range study of toxicolo,rry, the effects of herbicides, pesticides. 
new and widely used drugs, rare and trace elements, as well as common chemi- 
cals. The critical need for such information has repeatedly been documented, 
nerhans most clearly in a reDort of the President’s Science Advisory Committee. 

In ihe present context, s&h a need will continually arise as n&w, promising 
drugs are introduced for cancer and cardiovascular therapy. But the philosophy. 
technics, and facilities required for these therapeutic agents are essentially 
identical to those necessary ito acquiring sufficient information concerning the 
acute ‘and long-term effects of the diverse organic chemicals which are introduced 
into man’s environment for other reasons. Each year in which we lack such 
information may, conceivably, bring us that much closer to a national disaster. 

The intrinsic nalture of the required effort is truly “big science.” Several 
centers, appropriately organized, could be established in one of several patterns, 
industrially managed (e.g., Oak Ridge), managed by a consortium of universities 
(Brookhaven), on a university campus (Argonne), part of an intramural pro- 
gram of the National Institute of General Medical Sciences, or become a corner- 
stone of a new Naltional Institute for Environmental Health. But the need is 
urgent and, accordingly, it is recommended that several national centers for 
toxicology be established at the earliest opportunity. 

iv. Bioe%g&aeering centers.-It was stated earlier t&at each major new instru- 
ment provided to the research community has resulted in a wave of previously 
impossible research. The need for such instrumentation is by no means satisfied, 
and a great variety of opportunities would be afforded were a group of competent 
biologists, physicists. and engineers to engage in collaborative development. 

Acclordingly, the Subcommittee recommends that there be brought into being 
several centers for bioengineering. The most likely pattern for success is con- 
sidered to be a center under joint auspices of a medical and an engineering 
school. The number of such centers would best be established by experience. 
At this time, it would seem that perhaps half a dozen such centers, each with a 
comnlement of 15 to 20 resnonsible scientists would be commensuralte with 
natibnal need. As national expenditures fcr the defense and space efforts decline 
there should be released more than sufficient numbers of qualified physicists ‘and 
engineers to staff such centers. 

As an incidental but exltremely imnortant function. such centers could nronerlv 
undertake to train substantial numbers of instrum&tal technicians and s&vi& 
personnel as well as technicians skilled in specific aspects of biomedical tech- 
nolok7, such as electron microscopy, lultracentrifugation, or radioactivijty 
determination. 

v. Microbiological resowce centers.-Much current research demands the 
availability of large quantities of a given species of blacterium, of a given animal 
cell type. or of viruses which infect them. Development and managemenlt of a 
center which could provide animal cells or their infecting viruses seem desirable. 
but undulr rostlr at this time. However. a resource center. analoeous to the 
New England Enzyme Center, which could undertake to produce on r&ues’t large 
quantitie? of bacteria or bacterial viruses would provide an invaluable service. 
and it is recommended that at least one center for microbial production be 
supported. 

vi. Ce&er for hzlman. aenetics.-The last 15 vears have witnessed a remarkable 
growth of knowledge of genetic mechanisms.” Dozens of genetic markers have 
been identified in human beings. Yet there has been no systematic large-scale 
approach to human genetics. The Subcommittee suggests that the time map be 
apropos for creation of a National Center for Human Genetics which would in- 
clude a computer-based tabulating center to make possible diverse correlations 
which are presently impossible. 

Accordingly. the Subcommittee recommends that there be convened a planning 
confermre on human genetics to explore. in depth. the desirability and feasibility 
of establishing a National Center for Human Genetics. 

vii. Informa.fion retrieval center&-As suggested earlier, the Subcommittee 
is in complete sympathy with all attempts to expedite information retrieval. 
AR a corollary to the medlar system, it is suggested that retrieval renters of 
limited capability and specialized interest be established. One such-for human 
genetics-was cited above. Additional limited and hence. hopefully manageable 
centers might include tosicology, properties of drugs, physical properties of 
organic compounds. 
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B. MultidisciplQary un&ersity-based research institutes 
i. Clinical research centers, located at medical schools and other medical 

research institutions, of both a general and categorical nature, have already 
demonstrated their inherent merit. Such clinical research centers should be 
continued and the number increased as new medical centers truly become eligible. 
In no instance, however, should the magnitude of such a center be increased 
without unusually close examination of the capacity of the institution to make 
use of such resource. 

ii. Multidisciplinary un.ivwsity-based research institutes.-Repeated reference 
has been made to the inability of universities to mount multidisciplinary research 
programs or to found new disciplinary research departments, largely because 
their organization and budget are rigidly related to their educational responsi- 
bilities. Confronted with the need to assure that each discipline and sub- 
discipline of biological science is represented on the faculty, and hence, presented 
to its students, no university can also arrange, from its own resources, to gather 
and house a multidisciplinary group which, in concert, will attempt to ascertain 
how an enzyme works, or the fundamental nature of the cancerous change in 
cells, or a correlation between the metabolism of the heart and the signals evident 
in the electrocardiogram, etc. 

It is the considered judgment of this Subcommittee that the most promising 
means of expanding the natioxral biomedical research effort, garticularly that 
directed at cancer, heart disease, and stroke, is the establishment, at qualified 
institutions with a record of research productivity, of fully supported biomedical 
research institutes. 

_ 

The scone and mission of each such institute would be determined locally. It 
is anticipated that .some institutes might be of a general biological character 
(e.g., cell biology), some restricted to a more limited area (e.g., genetic mecha- 

nisms, macromolecular structure, mechanism of enzyme action, cardiovascular 
physiology, or neurophysiology) , whereas others would be distinctly categorical 
(e.g,. cancer, stroke, cardiovascular disease, metabolic disease, or allergy and 
immunology). To implement such a program requires that each such institute 
be fully funded, including construction of the necessary physical plant. Were 
both supporting funds and physical facilities for these institutes available, the 
national capacity to mount this program would then be limited only by the 
availability of sufficient numbers of competent, trained manpower. 

The appended budget projections seem commensurate with the current and 
expected pools of appropriately trained scientists from our national educational 
enterprise. In the firm belief that the coupling of research and education 
enriches both, the Subcommittee urges that the senior staff of such an institute 
be members of the university faculty, expected to participate in the normal aca- 
demic program and to welcome into their laboratories both graduate students 
and postdoctoral fellows. 

No device known to .this Subcommittee offers equal opportunitv for dramatic 
expansion of the national biomedical program while insuring its quality yet 
without draining teacher-investigators from the educational enterprise. 

Accordingly, it is strongly recommended that, at the earliest opportunity 
there should be brought into being a national program of university-based bio- 
medical research institutes. 

iii. Computer cen.ters.-It is abundantlv evident that computer technology 
will shortly ‘pervade much of biomedical research. Every institution with an 
ongoing research program of sufficient magnitude will soon be seriously handi- 
capped if it lacks at least a minimal computer of a configuration appropriate to 
its requirements since such technology adds a new dimension to many aspects 
of biomedical research: e.g., cardiovascular physiology, and center therapy. 
Since large computers invariably exceed the ability of any one research group 
to employ its capacity, computers, except in unusual instances, should be pro- 
vided as institutional resources. 
Centers of excellence 

The recommendations above would, if implemented, permit a marked expan- 
sion in the magnitude of the national biomedical research program while insur- 
ing its quality. However, as in almost all such programs, there is the inbuilt 
property that, of necessity as one insures proper use of public funds, the “rich 
automatically get richer.” A few years ago, the Seaborg report of the Presi- 
dent’s Science Advisory Committee noted the increasing tendency to place 
research and training funds in a restricted number of institutions and suggested 
that, as a means of expanding the research base of the Nation and also achiev- 
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ing more equitable distribution of research funds without diminution in the 
quality of the research effort, special assistance be provided to a group of per- 
haps 20 institutions of demonstrated potential so that they might achieve the 
same standards of research performance as the present topmost 20 institutions. 
This suggestion will shortly be implemented by the National Science Foundation 
in its svtience development program whereby each year a few schools will receive 
a single “no vear” erant of no more than $5 million to su~wrt the school’s own 
program of &ience-development and research improvemeni. However, for this 
program the NSF can look forward only to an appropriation of about $28 mil- 
lion per year, hardly sufficient to this end. 

Accordingly, it is recommended that the NIH should enter into a cooperative 
arrangement with the NSF in its science development program in which the 
NIH assumes responsibility for the biomedical aspects of such a program. 
Management of ffovernment-university relations 

The Subcommittee shares with the entire scientific and medical community 
concern for the threat posed to the research enterprise by an evermore burden- 
some enmeshment of research in bureaucratic regulation both by the Government 
and by the universities. It shares the belief that this situation can be relieved 
only by transfer of such responsibility to university administrations accompanied 
by full acceptance of such responsibility. 

A set of guidelines and principles with respect to university-Government re- 
lationships has been presented by the National Academy of Sciences, Committee 
on Science and Public Policy in the report entitled “Federal Support of Basic 
Research in Institutions of Higher Learning.” This Subcommittee on Research 
warmly endorses the recommendations presented in that report. 
Animal care 

An ample supply of healthy, humanely treated animals is a sine qua non for 
biomedical research. To the best of its ability and the extent permitted by its 
resources, every responsible institution attempts to meet this need. Hopefully, 
sufficient funds will be provided to permit each institution to bring operation of 
its facilities to the quality all agree to be desirable. In this regard, however, it 
is noted that there is an acute shortage of properly qualified and trained veteri- 
narians to assume responsibility for such animal facilities. 

Accordingly, it is urgently recommended that authority and funds be sought 
to support a few centers for the specific training of veterinarians in the manage- 
ment of central animal facilities in biomedical research centers. 

In addition, it is agreed that the physical facilities available for central animal 
facilities are rarely of desirable quality. It is, therefore, earnestly recomm ended 
that, an especially funded program for support of renovation of old animal quar- 
ters and construction of new quarters for animals used for biomedical research 
be established at the earliest opportunity. 

The Subcommittee sees serious dangers inherent in regulatory legislation con- 
cerning animal experimentation. A vocal group of American citizens is request- 
ing the Congress to establish an elaborate mechanism to police the care and use 
of laboratory animals in biomedical research and teachina when sunnorted bv 
Federal funds. The most actively promoted bill would prohibit the use of ve&- 
brate animals unless the desired information could be obtained by other means, 
would require that animals used by surgeons-in-training ‘be killed before they 
regain consciousness, and would allow a Federal official to determine how many 
animals mlaht be used in anv narticnlar study. Such le&slation would dan- 
gerously frustrate and serious”ly-impede biomedical research and teaching. All 
concerned should be alert to prevent passage of legislation which would hamper, 
needlessly, the use of animals in biomedical research. 

Several Federal agencies which support health related research and research 
training-National Institutes of Health, National Science Foundation, Offlce of 
Naval Research, Atomic Energy Commission-operate international programs 
of some magnitude. It is precisely because these programs were not conceived 
as a form of foreign aid that these programs, perhaps more than most, require 
frequent reexamination with regard to principle, practice, and order of magnitude. 

The Subcommittee aflirms the principle that support of research outside of 
our country by competent foreign nationals, collaborative research involving 
American and foreign laboratories and training of American scientists in foreign 
laboratories and of foreign scientists in American laBoratories is most certainly 
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in our national interest and the Subcommittee endorses these programs designed 
to such ends. 

The arguments in favor of an international biomedical research are neither new 
nor novel. They include : 

(a) Biomedical science, by its n,ature, is international. 
(b) Our Nation has no monopoly on scientific talent. The “revolution in 

biology” may well have matured in this country but, in large measure, it was 
spawned in Europe. Aided by American funds, foreign nationals have made 
many of the most significant contributions to fundamental biology as well as to 
knowledge of the specific diseases of concern to this Commission. Indeed, many 
laboratories outside the United States can boast unusually procbmtive research 
directors and staffs. There is no more distinguished laboratory in the world 
than the Medical Research Council unit at Cambridge and many of our brightest 
young investigators have received both training and inspiration there, as well 
as in the great laboratories of Paris, Stockholm, Oxford, Copenhagen, RZunich, 
Naples, and Tel Aviv. 

(c) It is platitudinous but no less true to note that a finding significant to 
fundamental biology or to the understanding or control of heart disease, cancer, 
or stroke. made in a European or Latin American laboratory, is as relevant to the 
health of the American people as if it had been made in Boston, St. Louis, or 
Berkeley. 

((7) It is quite clearly in the national interest to have a significant fraction 
of young American scientists receive research training in laboratories abroad 
where they may be exposed to scientific philosophy, points of view, and methodol- 
ogy not encountered within our own borders. Granted this premise, we must not 
be reluctant, indeed we are obliged to support, in some measure. the research 
programs ongoing in the laboratories to which they are attracted. In this regard, 
it is encouraging to note that, of the 309 American biomedical scientists engaged 
in postdoctoral research training in foreign laboratories in fiscal year 1964, 
250 are in laboratories which have American research support. Thus European 
laboratories have been scrutinized by two independent groups: our prospective 
young scientists, and the research grants reviewing committees. It is clear that 
the two sets of judgments are in excellent agreement and that in supporting 
research in these laboratories we truly are supporting the training of American 
scientists. 

(e) There are dramatic differences in the geographic distribution of many 
diseases, e.g., of various forms of cancer, of essential hypertension, and of athero- 
sclerotic disease. Research directed at understanding of the cultural environ- 
mental or genetic bases of these variations should shed much light on the 
origins of these disorders and exuloitation of such uuiaue research ounortunities 
is &tually mandatory in our national medical research program. 

(f) Research directed at understanding of those tropical diseases which are 
exotic in an American setting but which affect more than a billion people about 
the globe is justifiable on several grounds. A humanitarian concern for the 
welfare of immense numbers of wretched fellow human beings should be self- 
evident. Of immediate but lesser consequence, perhaps, is the need for sufficient 
knowledge to protect the health of Americans in tropical areas, be they there as 
tourists, on business, or in Government service. Finally, from the purely finan- 
cial point of view, it must be remarked that if one could remove the heavy hand 
of disease which enervates entire tropical nations, the gain in their national 
vitality, economy and, hence, trade relations with this country would dwarf the 
relatively meager research costs which may be required. 

(9) It will be self-evident that it is in our national interest to welcome into 
our own laboratories. for training. foreign clinicians and investigators who mav 
return home to undertake research particularly germane to their own countries. 
This must ultimately lighten the burden on us to support investigation in those 
countries and, if the total effort is successful, must diminish the necessity for 
conventional foreign aid programs. 

(h) At the same time, the combination of research support for foreign scien- 
tists and training of young foreign scientists in our laboratories may be regarded 
as meager recompense for the annual immigration, gratefully accepted by our 
country, of about 1,690 physicians and a yet greater number of trained scientists 
without whom it would be impossible to man our hospitals and laboratories. 

(i) Finally, it must be noted that, in the sense generally emploved, a program 
of support for international research is not a form of foreign iid but it is an 
almost unique and superb mechanism for continuing improvement of our for- 
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eign relations. Foreign scientists who have received part of their training here 
return home as our friends and supporters ; this group includes many who have 
become influential figures in their home countries. Young American scientists 
abroad are effective spokesmen and escellent examples of the American ideal 
while enjoying an easy rapport with their foreign counterparts. The notion that 
this country voluntarily appropriates funds for support of health research, con- 
ducted the world over, preserves and extends the humanitarian image of this 
country abroad. Indeed, it is unfortunate that means have not been provided 
to direct more public attention to the program. In any case, in these several 
ways. dollars invested in support of international biomedical research yield a 
handssme return. 

Granted the many virtues of a program in support of international biomedical 
research. ir will at once be apparent that this country lacks the means to under- 
take total support of biomedical research, independent of national boundaries, 
and further that we should not do so in any case since one of the goals of such 
a program must be to assist other nations in developing their own national capa- 
bibtic+. Accordingly, this program must be limited to a scale commensurate 
with both our means and our goals. What then are these limitations? 

I ai Since total funds in support of biomedical research are inadequate, even 
the rnti-+r ardent proponents of support of biomedical research abroad agree that 
the magnitude of our international research support program should never be 
such as *riounsly to limit our domestic program. 

(ti AneDting the uhilosouhv that our research-suunort DrOgrams should be 
deigned :r~a&t other nations-in developing and sust&ing their own programs, 
the Intem:ional Science Panel omf the President’s Science Advisory Committee 
sugg~:& &a? our own support should gradually be phased out, although the 
time ~a:r 0 .f this activity was not determined. Further, it was suggested that 
the rime Lt- arrived to begin this process in several of the Western European 
nation_; nh:.-b enjoy economic prosperity and have vigorous, growing biomedical 
re.wF;h ;*?c&rns. 

HaXT+T,?. 1: is these very nations-United Kingdom, Sweden, France, West 
Germany !:A:?-which can presently boast the most productive and distinguished 
labora: -.r.ii g,-:r.cide our bounds. It is to those laboratories that young Ameri- 
cans ~~-1 ir -r?,wh of additional training and it is from those laboratories that 
therv S.---Z+ : . thi.; country the most welcome additions to our scientific work 
for?? 1: -t-z-c imperative then that these laboratories be assured of the 
atatilir? ru;-.:X-:e to their training function. Moreover, it would be unthinkable 
to re:r;-i: 5% support of those laboratories engaged in studies which may ap- 
pmpi.a--:: % deemed intrinsic aspects of our own national program of bio- 
medi-3: wan:h unless they are assured of adequate support by their own 
connrr.~ ir.? =e are assured of the same ease of intellectual access afforded by 
cuI7E-n: ;m. -2-Y. 

1 c 1 I z 7 +r . .f national concern with the balance of payments and the outward 
flow . f P- I :: Las been argued that this, of itself, constitutes sufficient reason 
to Iisl: .:: ;-cram of oversea support of research. Thisargument is irrelevant 
to sTI;y-r i mrch in those relatively underdeveloped countries in which 
then+ ti+ te accnmulated substantial amounts of counterpart funds which, by 
Puhli~ L+r C+. r-an be used for research support. It is relevant to the more 
adrar,-4 -.-=-=‘l-ir& of Western Europe wherein the most dynamic medical re- 
sear+ .i :: ;n-arees. However, the argument, in the view of this Subcommittee, 
lacks f-e-_u =‘r-n fine considers the trivial magnitude of this total program 
ai w.z;o~-i iti rrample, with the total expenditures of American tourists in the 
sami ~~F_z---.*. The subcommittee shares the view expressed by Senator Hum- 
rb-y L- TZ- r:qrrqriations hearings for fiscal year 1965. 

..* l l * CQ - inin. this year, I renew my recommendation to the Bureau of the 
Budp+:-+ f.s’< allow concern for America’s balances-of-payments problem to 
intr& II-- 2 drive@ tiny-from a fiscal standpoint-but relatively crucial- 
from a 2-S 2%; czandpoint-area of NIH contribution. I refer to its support of 
ovcw+ w %. exchange. and training.” 

In r~ . i ‘t* above considerations, the Subcommittee submits the following 
reco~~L2:, es I 

1. Ir li ‘VI- that the United States should vigorously support all 
formA‘. .z.:arir.nal mechanisms and devices which exist to promote interna- 
tiona: ‘. rr:z-.?ri~ in the field of biomedical research and international co- 
Opm:ITA :- :--z-cc in the conduct of research. 

I Ir 11 .s -wn* rbe subcommittee has in mind the activities of the various 
in:er_i- a-2 -..;n:ibc nnions, and the World Health Organization.) 
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2. Since the number of trained scientists must limit both our national and all 
foreign programs of biomedical research, it is recommended that those programs, 
whereby Americans are trained abroad and foreign scientists are trained here, 
should ‘be fostered and expanded as the number of competent, qualified ap- 
plicants increases. A doubling of both activities by 1972 seems commensurate 
with the opportunities. 

3. Research projects which are collaborative ventures between American and 
foreign scienti&s &eking to take advantage of some unique research opportunity 
outside our borders are, in effect, direct extensions of our domestic research 
program. Accordingly, it is recommended that cooperative research projects 
and programs representing joint efforts of American and foreign investigators 
should be budgeted from funds appropriated in support of domestic rather than 
international research. 

4. Support of biomedical research and research training in relatively under- 
developed countries, which can be paid for with counterpart funds, presents an 
exceptional opportunity to aid such nations, improve foreign relations, and seize 
the unique advantages of disparate factors which contribute to unusual incidence 
of diseases of interest to this Commission, all at essentially no cost to this country. 

Accordingly, it is recommended that biomedical research and research train- 
ing in those nations, wherein there are substantial amounts of Public Law 480 
funds, should be supported to the maximum extent possible within limits im- 
posed only by their resources of trained manpower and research facilities. 

5. As noted previously, biomedical research and research-training opportuni- 
ties are maximal in those countries of Western Europe which are enjoying 
economic prosperity but which attract our own young scientists for training and 
from which emigrate, to the United States, thousands of trained physicians and 
scientists annually. Although we cannot and should not undertake to support 
a proportion of the medical research and research training in these nations of 
the same order as that in economically and scientidcally less privileged countries, 
it is imperative that we continue to support ‘such efforts in some degree. 

Accordingly, it is recommended that: 
(a) Federal agencies, in support of research and research training, continue 

to support some such activities in all nations in which such opportunities exist. 
(b) The criteria for judging applications for research grants from such coun- 

tries should be unusually rigorous with respect to the quality of the project 
proposed and the competence of the investigator-applicant. 

(0) The magnitude of our biomedical research-support program should reflect 
local opportunities and the needs of agency programs rather than an arbitrarily 
fixed fiscal ceiling. 

(II) Prior to payment of research grants overseas, a representative of the 
agency concerned, together with our science attach6 in that nation, should enter 
into negotiation with appropriate oflicials of the nation concerned with a view 
to establishing the terms and limits of the research support in question. 

The following table summarizes the appropriation recommendations necessary 
to implem@. some of the key recommendations presented in this report. It 
should be noted that some of the recommendations made in this report appear 
with suggested appropriation figures in reports of the other subcommittees (e.g., 
animal resources is found in the report of the Subcommittee on ]i’acilities) : 
for this reason, they are not included in the table below. 

Biomedical research institutes _________________________________ 17.5 15.0 22.5 
Bioengineering centers- _______________________________________ 1.25 

$I ::i 
Y:Z “E 

Centers ofex~Uenoe--------------..----..-------------------- 3.0 10.0 12.0 
Researchgrants,NIGMS~ _._____ ._____._____________________ 7.0 ________ _______- 
Training grants and fellowships, NIQMS ______________________ 

;; 

4:o 
9.25 12.5 15.5 18.5 

Stabilization of research wsitions ______________________________ 6.0 8.0 10.0 12.0 

1 Figures in mlllions of dollars over and above current appropriations. 
2 Figures reDresent minimum ones, sufficient to support current programs only. 



SUMMARY OF APPXO~R~ATIONS RECOMMENDATIONS INCLUDING THOSE FOR NEW 
PRO~BAMS AND INCREaSES FOR EXISTING PROGRaMS AND COMPABISON WITH 

Chapter 

NO. Title 

A National Network for Patient 
Care, Research and Teaching 
in Heart Disease, Cancer, and 
Stroke __....__._ ----~ ___. -_-_. 

Applicttion of Medical,Knowl- 

. :%oE2% 2%?2i;;o; 
edge.:...--...-..-----....---- 

Education and Training of 
Health Manpower.. _ _..____ -. 

Additional Facilities & 
ReW.lICZZ..- _.__ ________ .__, 

- 
1 

_ 

- 
_ 

- 

Estimated 
current 
level of 
support 
(1965) ’ 

IS. 5 

152.8 

37.7 

11.2 

.- 

.- 

- 

1 2 

-- 

2 153.25 237.875 

49.65 61.65 

56.55 83. 7 

45.05 63.95 

52.25 56.00 
-- 

356.75 503.175 

364.475 421.4 

63.15 45.15 

107.9 40.2 

78.15 93.75 

61.00 66.00 

453.45 453.45 

63.15 63.15 

49.5 49.5 

110.65 110.65 

72.50 I -___ 
674.675 ( 666.50 739.25 

* Includes only programs for which specific appropriations recommendations are made in this report. 
2 Figures in millions of dollars. 

Furthermore, it became apparent to us that the Public Health Service and 
particularly the National Institutes of Health would be absolutely unable to 
initiate the sweeping mmmendations we endorse in the body of this report 
unless its personnel force is increased appreciably, and unless present Federal 
salary ceilings are raised significantly to both retain existing personnel and to 
attract new personnel. We are aware of the fact that the National Institutes 
of Health is still loeing some of its top scientists and administrators because its 
salary scales do not compete with salary scales for comparable positions in medi- 
cal schools, universities, and industry. 

The major problem seems to be an insufficient number of high-level policy posi- 
tions to provide effective leadership and coordination of the Department’s many 
programs which are basic to ‘the internal strength of the nation. The Depart- 
ment has only five such positions : ‘Secretary, Under Secretary, two Assistant Sec- 
retaries, and an Advisory Special Assistant to the Secretary (Health and 
Medical Affairs). It also has a career Administrative Assistant Secretary and a 
General Counsel. 

These people are expected to provide effective leadership of a Department with 
over 80,066 employees, with about 130 programs (over 40 in health), and with 
annual expenditures of $6 billion from budget appropriations and about $15 
billion from trust funds. 

Even from a casual study of the situation, and certainly in comparison with 
other Departments of Government, it seems obvious that strengthening of the 
Department of Health, Education, and Welfare at the top is greatly needed. 
Recommendation 

The Commission recommends that a reorganization of the Department of 
Health, Education, and Welfare be effected to provide specific high-level policy, 
direction and coordination of health programs, with adequate supporting policy 
positions. 

295 



296 COMBATING HEART AND OTHER MAJOR DISEASES 

CHAPTER 3 : A NATIONAL NETWORK FOR PATIENT CARE, RESEARCH AND TEACHISG 13 
HE~BT DISEASE, CANCER, AND STROKE 

NO. 
__- 

Recommendation 

Title 

1 Regional Centers for Heart Disease, Cancer, 
and Stroke-..~~....--...-----...----- 187.5 126.5 198.1 208.9 230.7 

2 Diagnostic and Treatment Stations... ____. ._ 36.75 66 875 106.125 138.25 133.75 
3 Development of Medical Complexes--......- 25.0 37. 5 50.0 62. 5 75.0 
4 Development of sdditional Cent.ws of Ex- 

cellenee.---..~......~.----.~~...~.~~~.~..~~ 3. 0 6.0 9.0 10.0 12.0 
5 i A National Stroke Program Unit __._____..._ 1.0 1.0 1.25 1.75 2.0 

______,P___P 
Subtotal-... ______ - ____ ---- _____ --- __._. 153.25 237.875 / 364.475 421.4 453.45 

1 Figures in millions of dollars. 

CHAPTER 4: APPLICATION OF MEDICAL KNOWLEDGE IN THE COXIMUXITY 

Recommendation 

No. 

6 
7 

i 

10 

:a 

- 

Title 
I /- 

Community Planning Grants.-.. _______.____ 
Comm,unitp Health Research and Demon- 

stratlon..---.~~~...~~---.~~-~--.~~-~~-~~-.. 
Support of Community Programs _____.__._.. 
Statewide Programs for Heart Disease Con- 

trol~.------.~~...~~~.~~--~....~~~.~~.~~~~~- 
National Cervical Cancer Detection Pro- 

gram ___________ ____._ .__...._____..____.._ 
Continuing Education of Health Professions. 
Public Information on Heart Disease, Can- 

cer and Stroke.-.._--.---.---------------- 

1 

11.0 

5. 0 
18.5 

2.5 

5.0 
10.1 

7.55 

7 

Subtotal ______ _ ____._______________---- 1 49.65 

1.0 

6.0 
24.5 

2. 5 

7.5 
12.1 

8.05 

61.65 

3 4 5 
--- 

1.0 1.0 1.0 

7.0 8.0 10. 0 
18.0 24.0 30. 0 

3.5 _____--_- -_-------- 

10.0 ___..____. _____._--- 
14.1 8. 1 8. 1 

9.55 4.05 4.05 
---- 

63.15 45.15 53.15 

1 Figures in millions of dollars. 

CHAPTER 5: THE DWEL~PMENT OF NEW KNOWLEDGE 

Recommendation Year 

No. Title 

13 Biomedical Research Institutes- ___. -.-- __... 17.5 15.0 22. 5 30.0 37.5 
14 Specialized Research Centers _____ --- .___.... 4.05 6.7 9.4 10.2 12.0 
15 Research Project Grants-.. ._..__ -- .- .__... _ 35.0 47.0 56.0 .______.__ ________._ 
16 Contracting Authority for Research and 

Development- __....___ ---_-__.- _____....._ 10.0 15.0 20.0 ___.--_.. ______.-- 
-___-___-- 

Subtotal.. . . ..____.. -- ___... .___...__. 56.55 83.7 107.9 40.2 49.5 

1 Figures in millions of dollars. 
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I z :-CATION AIYD TRAINING OF HEALTH MANPOWER 

: : 

1 
__- 

_ :. Erolessions. _... 
-I .n Mzdical and 

Il.0 

7. 05 7.55 8.05 8.55 
16.1 21.4 27. 1 3”. 7 
10.0 12. 0 14.0 17. 5 
8.0 16 0 18. 0 20.0 
1.4 2.8 4. 2 5. G 

1.0 

,5 

2 I 3 
2.5 I 5.0 

1.0 1. 0 

.7 .8 

83.95 / 78.15 

I 4 7. 5 i 1 __- 5 10. G 

: - . . a : ADDITIOXAL FACILITIES AND RESOURCES I 

z .;:ion Year 

66.001 ._..._..____.__-..__...- 1 52.251 56.001 Gl.oO/ 72.50 


